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General practitioners (GPs) play an important role in integrated care management of primary mental 
health, and in most cases act as the primary provider and access point for further services. In recent 
years more service users are utilising complementary and alternative medicine (CAM), including 
acupuncture, for the management of mental health. The workforce within the acupuncture 
profession could potentially support healthcare management of common primary mental health 
problems, particularly in light of current workforce challenges, and address bodily stress and physical 
symptomatology of mental health presentations. However, the interaction and collaboration 
between these two groups (GPs and acupuncturists) in relation to shared mental health care has not 
been investigated.  
This thesis explores interprofessional communication between GPs and acupuncturists in New 
Zealand utilising a case study of mental health care. The aim of this thesis was to understand the 
barriers to communication, and to facilitate collaboration between the two participant groups.  
The project utilized a mixed methods multiphase design: with both qualitative and quantitative 
inquiry and involving the convergence of data and analyses. A nationwide survey of 400 GPs and 250 
acupuncturists was conducted. Univariate data was analysed using descriptive statistics, which 
included frequencies and percentages for categorical data. This was followed by individual semi-
structured interviews of 13 purposively sampled acupuncturists, and 14 GPs which was analysed 
using thematic analysis. This design consisted of four distinct phases: quantitative, qualitative, 
implementation and reflection. Following the integration of the data within the literature, the project 
continued to tool kit development and piloting to further address the project’s aims.  
The convergent analysis of the quantitative and qualitative data identified both facilitators and 
barriers to integrative mental health care between the two provider groups. Facilitators included a 
willingness by both groups to engage, and the desire to support patient choice. Interview data 
indicated increased patient preference for CAM, including acupuncture, and the expectation of 
integration of CAM with mainstream by patients. A further facilitator was the concern of participants 
about low levels of patient disclosure about CAM use and the lack of routine asking about CAM by 
GPs. Both provider groups acknowledged the complexities of working within mental health care, and 
supported the development of specific mental health competencies in light of the recognition of the 
limitations surrounding current mental health care. 
Barriers included the limited opportunities for sharing of information and the lack of current 
established pathways for communication or direct referrals. This included the technical limitation of 
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an absence of shared electronic health records. A further barrier was acupuncture not having an 
established position within clinical guidelines and clinical pathways.  
The role evidence played in clinical decision-making was complex. The unfamiliarity of acupuncture's 
evidence-base to both provider groups was an identified barrier, yet both groups acknowledged that 
while practice is informed by the evidence, there are many other factors that also inform clinical 
practice.  
The analysis of data supported the development, testing and piloting of a communication and 
collaboration toolkit. The tools contained within this kit were aimed at enabling both participant 
group’s opportunities and pathways to communicate and collaborate. The initial piloting and 
evaluation of these tools by a subset of both provider groups found them to be practical and 
accessible. 
This thesis contributes to the body of knowledge concerning communication and collaboration 
between GPs and acupuncturists, and suggests that by facilitating communication and enhancing 
training, acupuncture can provide a significant component of integrated care in primary mental 
health. This thesis provides context within a New Zealand health care setting, and also provides 
insight through the disaggregation of specific provider groups for analysis, rather than a grouping 
together of CAM as a whole. The data driven design and development of a toolkit has direct clinical 
utility and transferability to other groups within health care.  These tools have the potential to 
facilitate communication between acupuncturists and GPs working with shared mental health 
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Chapter 1: Introduction  
1.1 Introduction 
This thesis focuses on communication and collaboration between acupuncturists and general 
practitioners (GPs) using a case study of mental health care provision. This introductory chapter 
begins by outlining the current landscape of primary, complementary and alternative medicine 
health care, with a focus on current communication and collaboration patterns between provider 
groups. It includes an overview of current patient utilisation and expectation of services, including 
the risks of patient non-disclosure and minimal provider engagement. An overview of the 
relationship between GPs and complementary and alternative medicine (CAM) practitioners with a 
focus on acupuncturists1 in New Zealand follows. This incorporates a discussion of clinical guidance 
provided to GPs in relation to acupuncture. A brief overview of mental health management and 
government strategy within New Zealand provides the backdrop for this thesis. Finally, this chapter 
concludes with the rationale and aim for this study, and the chapter structure of this thesis. 
CAM is the term used for medical products and practices that are not part of standard care. The term 
CAM incorporates a number of very diverse therapies. The predominant journal of CAM, the Journal 
of Alternative and Complementary Medicine, lists its contents as including botanical medicine, 
acupuncture and traditional Chinese medicine, mind body medicine, nutrition and dietary 
supplements, yoga and others. Throughout this thesis the term CAM is used when the research is 
investigating a grouped definition. When specific modalities have been disaggregated, this will be 
stated. Where possible the focus of this thesis is on the singular CAM therapy, acupuncture. Where 
acupuncture has been included as a part of CAM, the discussion has been broadened.  
1.2 Background 
The landscape for patient treatment is fast changing and rather than rely solely on their GPs’ advice, 
more and more patients are making their own decisions, including the utilisation of CAM as a first 
line of treatment (1). Increasingly many patients believe a combined approach of CAM and 
conventional medicine is better than either on its own (2) and more patients now have the desire to 
discuss CAM with well-informed GPs. Growing numbers of patients are using either CAM as an 
adjunct, or as an alternative to standard mainstream care (3). Patients also now have increased 
                                                          
1
 In this thesis the term ‘acupuncturist’ refers to a traditional Chinese acupuncturist. In New Zealand this refers 
to those who have completed the equivalent of four years full-time training specific to traditional Chinese 
acupuncture and have been accepted by ACC as treatment providers.  
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expectations of GPs’ ability to discuss, and potentially refer to, CAM practitioners. However a simple 
and practical referral process to CAM is lacking (4,5). 
Patients’ extensive use of CAM has the potential to have an impact on doctor-patient communication 
and relationships. Despite the increase in CAM use and a desire to discuss this, up to 77% of patients 
do not disclose their CAM use to their GPs and GPs tend to underestimate patients’ use of CAM and 
may therefore not ask about it (4). When CAM is discussed, GPs are being asked about the safety and 
effectiveness of CAM either on its own or as an adjunct, and additionally many patients have an 
expectation that their GP will be able to discuss and/or refer to a suitably qualified CAM practitioner 
(6).  
If the potential to engage is ignored there is the possibility of a widening of the doctor-patient 
communication gap. This may contribute not only to patients’ low disclosure rates but also to 
differences between patients’ and doctors’ expectations about CAM, and GPs’ ability to refer 
patients to appropriate CAM practitioners. The risk of interaction or adverse effect between western 
or biomedical pharmacotherapy and CAM is increased when the risk benefit ratio remains 
unassessed by both practitioners. Engaging the patient in a discussion about CAM use is likely to 
provide information for optimising care (7).  
An increased understanding of the barriers and facilitators to collaboration and communication is 
warranted in order to explore the potential for a patient centred and integrative approach. This 
thesis thus aims to explore communication and collaboration pathways of integrative models. 
Integrative models are those that encourage collaboration between provider groups and allow for a 
combination of treatments with a focus on finding the safest and least invasive interventions to bring 
about beneficial changes for the patient. While there are significant barriers to collaboration, there is 
also the potential to impact on provider satisfaction and patient wellbeing.  
1.3 Overview of relationship between GPs, and complementary and 
alternative medicine practitioners including acupuncturists in New 
Zealand 
The use of CAM in New Zealand is relatively high. The 2004 Ministerial Advisory Committee on 
Complementary and Alternative Health (New Zealand) (MACCAH) report to the Minister of Health 
stated that at least 24% of New Zealanders had visited a complementary provider in the last 12 
months (8). A more recent study from the New Zealand Medical Journal similarly put the estimated 
use of CAM over a 12 month period at 24% (9). In a two-year prospective survey of an Emergency 
Department in New Zealand, 56.1% of participants had used CAM. Vitamins and minerals (21.2%), 
massage (13.4%), and acupuncture (10.6%) were the most commonly reported CAM therapy or 
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substance reported by participants (10). This reflects the worldwide trend with prevalence rates of 
CAM use internationally being reported as being between 5% and 74.8%. International reviews 
report similar rates of increase in both visits to CAM practitioners, and purchase of over the counter 
use of CAM (11,12).  
Research into engagement with CAM in New Zealand indicates that those GPs who are positive about 
engagement cite reasons including the desire to remain patient centred, to be able to provide 
evidence-based information about CAM and to minimise potential harm. GPs rate acupuncture, 
chiropractic and hypnosis as the most helpful CAM therapies (13). However, these reports do not 
necessarily provide enough specific information to gauge collaborative approaches.  
There is limited research in New Zealand on CAM (9). However, in an early report from 1988, 24% of 
Wellington doctors surveyed had already had training in at least one CAM technique and a further 
54% wanted training (14). A later 2006 New Zealand survey of GPs found that 20% of the GP 
respondents practised (and 95% referred patients to) one or more forms of CAM (13) (no later 
studies of GPs in New Zealand in relation to CAM use have been conducted). Within New Zealand 
numerous surveys have already documented interest and experience GPs have with CAM (13–16).  
Studies show that while GPs’ own practice of CAM within their clinical practice has reduced, the 
number of referrals has increased. GPs with some training tended to be more inclined to refer 
potentially due to an increased awareness of suitable conditions for referral  and an introduction to 
the evidence base of some CAM therapies (17).  
Increased numbers of medical educators and providers now  feel that education about CAM should 
now be included in the medical education (18). Recent international reports  identify issues regarding 
education on CAM and support its development to improve access to ‘integrative medicine’ (19–21).  
Specific to New Zealand is the legislation surrounding patients’ rights, including the Code of Health 
and Disability Service Consumers’ Rights. These include recommendations for the interactions 
between providers with the legislation specifying that every consumer has the right to co-operation 
among providers to ensure quality and continuity of services. Additionally, health consumers are 
entitled to an explanation of the options available, including an assessment of the expected risks, 
side effects, benefits, and costs of each option, and every consumer has the right to express a 
preference as to who will provide services and have that preference met where practicable (22). 
Acting within the intent of this legislation is difficult where no standardised mechanisms are in place 
for communication between providers, as is the case between acupuncturists and GPs. 
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In 2017, the New Zealand Medical Council acknowledged the increase in CAM use and issued a 
position statement. This statement addressed both doctors whose patients use CAM, and doctors 
who either practise CAM themselves, or refer patients to CAM practitioners. The Council 
recommended acknowledgement and awareness of CAM use and a thorough documentation 
process. They urged that the patient be encouraged to make informed choices and that any 
treatment offered, or referred to, be efficacious, safe and cost effective (23). 
1.4 Clinical guidance provided to New Zealand GPs 
Clinical practice guidelines and pathways are a relatively new initiative and are commonly defined as 
"systematically developed statements to assist the practitioner and patient decision-making about 
appropriate health care for specific clinical circumstances” (24, p.163). They are based on the fact 
that both patients and policy makers want doctors to base as many of their intervention decisions as 
possible on evidence from clinical trials (25). Clinical pathways can be seen as the latest iteration of a 
20-plus year journey from exploratory to evidence-based studies, through to clinical guidelines then 
to clinical pathways. Health practitioners, such as GPs, rely on clinical guidelines and/or pathways to 
inform practice.  
Guidelines attempt to assist the formation of the development of individualised care plans. They do 
this by providing a basis for clinical discussions between the health care practitioner and the patient 
(26). This is more practical for GPs in clinical practice than expecting them to be able to navigate the 
relevant research literature. Within New Zealand, clinical guidelines are in the process of being 
localised according to District Health Board (DHB). Depending on the locality, there is great variation 
in the local referral pathways. In order for recommendations to be made within guidelines, relevant 
evidence must be sought by the Guidance Development Group (GDG). Secondly, such evidence must 
be available to these development groups and of high quality and, thirdly, it must be correctly 
interpreted (27).  
In the case of acupuncture the evidence and recommendations are often omitted in national and 
international guidelines due to their place outside the mainstream system of health care. One of the 
main issues when reviewing the literature on this topic is that CAM is often grouped as a whole, and 
each specific therapy is not defined. However, within this thesis wherever possible the focus will be 
exclusively on acupuncture rather than CAM as a whole. A 2018 search of the New Zealand clinical 
guidelines found minimal reference to acupuncture. The lack of available evidence precludes possible 
integration at the very beginning of the guidance development process.   
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1.5 Mental health management and strategy within New Zealand  
A 2006 New Zealand based analysis of mental health services in primary care settings concluded that 
there was a significant gap in the research literature for common mental illnesses other than 
depression. The analysis also found that clinical outcomes could be improved for those with 
persistent or recurrent difficulties by using a collaborative and multidisciplinary approach (28). This 
approach is sometimes termed ‘integrative care’ which relates to a system of care that emphasizes 
wellness and healing of the entire person as primary goal, drawing on both conventional and CAM 
approaches in the context of a supportive and effective patient-physician relationship (29).  
In the 2018 Mental Health Inquiry conducted in New Zealand the potential of CAM, including 
acupuncture, was not specifically mentioned. However, the inquiry highlighted the need to develop a 
skilled, strong and varied cultural workforce with the need to develop the skills of allied health 
practitioners (30). 
The primary mental health policy recommendations in New Zealand from 2005 include the following 
principles: 
 Expand the range of treatment options for people with mental health and/or addiction issues 
by using evidence-based talking therapies and other psychosocial interventions. 
 Have some flexibility to provide complementary and alternative treatments and traditional 
healing options for people from different cultural and ethnic backgrounds when the efficacy 
of such interventions can be demonstrated. 
 Have clear referral pathways and good integration with specialist mental health and/or 
addiction services and other relevant community organizations (31).  
While these principles are important and inspiring, there are a number of barriers to achieve them in 
the health care practice as this thesis will show. Also, the toolkit this thesis presents may directly help 
to enhance the realisation of these principles in patient care. 
In 2008 the New Zealand Clinical Guidelines Group released a document entitled ‘Identification of 
Common Mental Disorders and Management of Depression in Primary Care’ (26). This report 
included a review of the application of CAM therapies for depression, but highlighted safety concerns 
around interaction potential and did not include information on practitioner qualification or access.  
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1.6 Rationale for the study 
Previous studies investigating attitudes towards integration between general practice and CAM 
continue to identify the complexities surrounding interprofessional communication models. While 
these barriers continue to be identified, research suggests that future studies focus on 
demonstrating the role of these factors on developing positive interprofessional relationships. 
Further, research recommendations propose the disaggregation of specific CAM interventions to 
allow for more meaningful recommendations to emerge (20,32,33).  
While ideas for improvement of communication between these two groups (CAM and general 
practice) have been suggested (4,34,35), there have been limited attempts to implement and 
evaluate change. To date, the identification of specific barriers and facilitators between 
acupuncturists and GPs has not been investigated.  
The relationship GPs have with CAM as a whole has been investigated in New Zealand (13,16,36,37) 
but again no studies have investigated the role of acupuncture as a single modality in New Zealand in 
terms of the barriers and facilitators for collaborative approaches.  
Furthermore, while studies demonstrate the wide use of acupuncture, and CAM more generally, by 
mental health patients, this is in many instances without the guidance of a GP, which may lead to 
potential health risks. There have been concerns raised with both patient disclosure of use, and 
routine asking about CAM use by GPs. It has been suggested that where there are effectiveness gaps 
in a specific area of clinical practice, such as mental health, and where effective CAM interventions 
such as acupuncture exist but are not being applied, practice guidelines should incorporate these 
interventions where there is evidence. Yet, when no guidelines of communication or collaboration 
pathways are in existence, research to unravel these complexities is warranted (6,38–40). 
This study utilised mental health as a focus for the following reasons: 
i. The use of acupuncture for musculoskeletal conditions is generally accepted, and as such has 
been adopted by other physical therapists such as physiotherapists, chiropractors and 
acupuncturists (41). However, even with a burgeoning evidence base for acupuncture for 
mental health conditions, it has not been adopted in clinical practice in the same way. An 
understanding of this hesitancy is warranted.  
ii. There are currently challenges to providing accessible and effective care for common mental 
illnesses and shared and / or integrative care approaches could potentially enhance 
treatment outcomes (42). 
iii. The prevalence of mental illness is increasing in New Zealand (42) and internationally (43).  
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iv. Mental disorders therefore account for more economic costs than chronic somatic diseases 
such as cancer or diabetes and present a large global financial burden (44). 
v. New Zealand needs to continue its work on  the development and deployment of a 
workforce that can deliver interventions that are financially realistic and culturally 
appropriate (30). 
vi. An underutilized workforce within the allied and CAM arena could potentially fill this 
effectiveness gap and address bodily stress and physical symptomology of mental health 
presentations (42). 
vii. If communication and collaboration can be improved in the management of such a complex 
clinical area, it is likely to have high clinical utility in other areas. 
This thesis, while looking at the communication model between acupuncturists and GPs, also 
contains findings potentially applicable to other interprofessional communication strategies. This 
thesis aims to identify barriers and facilitators to effective communication and collaboration between 
two provider groups. It also aims to investigate possible solutions to improve the identified barriers. 
It has the potential to improve healthcare outcomes through better interprofessional 
communication, and by contributing to better understandings on healthcare issues across different 
workforce cultures. The identification of solutions to communication barriers holds value within the 
health sector as its translation will be easy to adopt for many health sector relationships.  
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1.7 Research questions and objectives of the study 
This study explores the following four key research questions: 
1. What is the current communication and collaboration between GPs and acupuncturists? 
2. What are the barriers to communication between GPs and acupuncturists? 
3. How can communication be improved between GPs and acupuncturists? 
4. Does communication and collaboration differ in the landscape of mental health? And if so 
why? 
Within this the following broad objectives were formed: 
 To identify the barriers and facilitators to communication and collaboration between GPs 
and acupuncturists using mental health as a case study; 
 To work with GPs in primary care to identify attitudes, opportunities and barriers to 
communication with acupuncturists in relation to mental health;  
 To work with acupuncturists to identify attitudes, opportunities and barriers to 
communication with GPs in relation to mental health;  
 To develop models of communication including a framework for referral and integrative 
approaches between acupuncturists and GPs; 
 The development and testing of communication mechanisms and/or tools based on the 
knowledge gained from the data and literature review; 




1.8 Outline for the thesis 
Chapter 1 presents the background to the topic and covers the relationship between acupuncturists 
and GPs in New Zealand, mental health management and government strategy within New Zealand.  
Chapter 2 presents a review of the relevant literature and covers the mental health landscape, the 
inclusion of CAM within an integrative model, models of acupuncture within primary care, and the 
application of acupuncture specifically for the treatment or management of mental illness. It goes on 
to discuss the role of primary care and CAM in the management of mental illness. The chapter also 
covers a discussion of the paradigm and meaning of Traditional Chinese Medicine (TCM) including 
the approach to the treatment of mental illness with historical references. 
Chapter 3 presents the methodology and methods used for mixed methods research conducted as 
part of this thesis. It discusses underlying assumptions and rationale. 
Chapter 4 presents the findings of the nationwide survey of GPs and acupuncturists. This survey 
aimed to identify current models of communication and collaboration between the two groups and 
provide insight to inform the later semi-structured interviews. 
Chapter 5 presents the findings from interviews with 14 GPs. It describes the attitudes and beliefs of 
these GPs surrounding barriers to, and facilitators of, communication and collaboration with 
acupuncturists. 
Chapter 6 presents the findings from interviews with 13 acupuncturists. It describes the attitudes and 
beliefs of these acupuncturists surrounding barriers to, and facilitators of, communication and 
collaboration with GPs. 
Chapter 7 presents an integration of the findings of both the survey and interviews (Chapters 4-6). 
This integration of the data compares and contrasts the findings from the individual participant 
groups and discusses these in the context of the existing literature. 
Chapter 8 presents the development of the communication and collaboration toolkit. This toolkit was 
developed based on the findings from Chapters 4-6 as well as the analysis of the current literature. 
Chapter 9 presents an overall conclusion of the work in this thesis and its key findings. It discusses 
the strengths and limitations of this work, the implications for clinical practice, and future research 
directions. 
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Chapter 2: Literature review 
2.1 Introduction 
This chapter provides a review of the literature relating to communication and collaboration 
between CAM, and acupuncture specifically, with GPs. The analysis of literature for this project 
focussed on the current attitudes, opportunities and barriers towards current and future models of 
integrative care, with a specific focus on the treatment of mental health conditions. Discussion starts 
with a broad overview of CAM use before it funnels into the specifics of the disaggregated provider 
group (acupuncture) chosen for this project and their relationship with GPs using mental health care 
as a case study.  
The chapter provides an overview of the paradigm and meaning of TCM including the approach to 
the treatment of mental illness from historical references through to current practice. The chapter 
then presents a summary of the mental health landscape, the inclusion of CAM within an integrative 
model and discusses the role of primary care and CAM in the management of mental illness. It then 
examines models of acupuncture within primary care and the application of acupuncture specifically 
for the treatment or management of mental illness.  
The aim of this literature review is to inform the development of the quantitative survey, qualitative 
interviews and data driven tool development informing the latter part of the thesis. 
2.2 Data base searches 
A literature search was carried out in October 2015 and again in June 2017 and RSS feeds were set up 
to allow weekly updates to ensure inclusion of relevant literature throughout the thesis writing 
process. The initial database searched was the Ovid Medline 1946 to present. Other databases 
subsequently searched were AMED, CINAHL, Scopus, Cochrane (EBM Reviews), Medline, EMBASE, 
PsychINFO, Medline Pending, and Google Scholar. 
Advanced searches were undertaken if available. Searches using both MeSH terms and keywords 
were conducted. The search utilised BOOLEAN operators to increase relevance of references 
extracted. 
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Key search terms are outlined below: 
Key search terms 
Topic Search terms 
Acupuncture acupuncture, acupuncture therapy, traditional Chinese medicine 
CAM complementary OR alternative medicine 
Primary Care primary health care, primary care, patient centred care, general 
practice, family practice, primary physician, family physician, patient 
centred care, general practitioners, family medicine, usual care, 
standard care 
Communication motivation, perception, attitudes, communication, behaviours, 
referrals, use of, knowledge, incorporation, experience, barriers, 
facilitators, opportunities, integration, complementary, adjunctive 
Collaboration collaboration, teamwork, alliance, partnership, affiliation, 
conjunction, engagement, interprofessional relations, patient care 
team, trans discipline 
Mental Health mental disorders, adjustment disorders, affective disorders, mood 
disorders, depressive disorders, anxiety disorders 
 
Articles of potential relevance were exported into a reference management system with electronic 
full text versions being accessed via the University of Otago Wellington Medical Library. The 





2.3.1 Overview of CAM use 
Internationally, increasing numbers of patients are choosing CAM either as an adjunct, or as an 
alternative to standard mainstream care (3). Efforts to quantify CAM use can be extremely 
problematic as they depend on which practices are included in the definition. Added to the difficulty 
is the fact that each CAM therapy would argue an independent philosophical framework for 
diagnosis, efficacy and approach to treatment. Hence, one of the main issues when reviewing the 
literature on this topic is that CAM is often grouped as a whole and each specific therapy is not 
defined. Therefore, it is important to consider each therapy individually. By disaggregating CAM and 
investigating individual modalities, a better understanding of therapeutic phenomena can be 
explored.  
There are multiple reasons for the increase in CAM use cited in the literature including dissatisfaction 
with the biomedical model, increased perceived efficacy of CAM and an increase in training and 
practice of CAM therapies. This increase can also be attributed to biomedical appropriation of CAM 
skills (45). However, even with the increased use of CAM, there remains limited engagement and 
collaboration between CAM and mainstream medicine providers with the main reported barriers 
hindering engagement being concerns surrounding efficacy and safety (46).  
This limited engagement raises the concern that with this increase in CAM use there is the potential 
for patients’ use of CAM to impact on, or influence, whether they choose appropriate western 
biomedical treatment.  
There is the risk of interaction and adverse events that can occur with concurrent therapy usage. 
Current New Zealand literature states that over 60% of CAM users do not realize that alternative 
medicines may react with conventional medication. In a 2006 local survey of CAM adverse events in a 
New Zealand emergency department, 16 people (4% of users) reported adverse effects. These were 
reported as being associated with toxicity and/or interactions with conventional medicines (36).  
A further risk of limited communication between practitioners is that patients utilising CAM may 
choose not to access a more appropriate biomedical treatment or leave the choice to use 
biomedicine too late. Hence, they may also be left without medical supervision and monitoring while 
using CAM therapies (47).  
Conversely, in situations where the evidence supporting CAM is clinically significant, such as 
acupuncture for migraine, rhinitis and back pain, more subtle forms of harm can manifest when a 
provider presents conventional treatment as the only available option. In such situations, a patient 
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could be unaware of potentially useful CAM treatments, and may be unable to actively participate in 
decision-making based on all possible efficacious treatment options. Indeed, informed consent 
requires that a patient receives an explanation of all options available including an assessment of the 
expected risks, side effects, benefits and costs of each available option (48–50).  
Further, it is recommended that the management of interactions and adverse events be monitored 
through a joint approach to care or specific frameworks around reporting. Conflicting advice 
between providers may add to confusion among patients and potential ineffective application of 
therapies. It is vital that patients feel comfortable discussing their therapeutic choices with all their 
providers, including GPs and acupuncturists. This open model of dialogue needs to be modelled by 
the providers themselves. This requires constant review and dialogue between providers to 
determine a model of care that is suitable for each individual patient (51,52).  
In terms of current reported communication and collaboration between CAM and GPs, referral rates 
and acceptance of CAM by GPs on the surface appears promising, with the overall reported attitudes 
towards complementary therapies by GPs being positive (16) and reports on the number of GPs 
having referred to CAM at some point as 70% (15). However, a relative silence seems to exist 
between patients and their GPs regarding CAM utilization (53). Even with this stated acceptance and 
high referral rates there still appears to be a reported hesitancy for patients to disclose CAM use. This 
disparity in perceptions raises concern and seems somewhat paradoxical. Non-disclosure is reported 
to stem from three key issues; concern about a negative response from their medical practitioner, a 
perception that the practitioner does not need to know about CAM use, and the third reason being 
that that are not asked about the use (5).  
GPs continue to be referred to as the ‘gatekeepers of care’ or ‘gateway’ to access services. The role 
of the GP is also to maintain a long-term relationship with patients and an overview of their care. 
Evidence that collaborative working relationships can be essential for good clinical outcomes 
underpins the real need to find out how best to develop a work force that can work together 
effectively. Primary care is very likely to remain as patients’ first contact with the health care system 
in the majority of cases. Therefore, the GPs’ role in regards to understanding CAM is important as it 
could lead to more effective communication, potential improved quality of care and a safer 
utilisation of CAM. Indeed primary care practitioners are in a strong position to lead collaborative 
approaches with CAM providers (54–56).  
The general practice and primary care specialties of medicine require training and skill in 
comprehensive first contact, and often are the central repository for monitoring of continued care. 
Primary care also plays a role in patient education, disease prevention and diagnosis, both acute and 
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chronic. With this broad scope of practice, general practice and primary care are the logical arena for 
patient-provider discussion regarding appropriate CAM therapies. However, these discussions are 
often missed (6).  
With the unprecedented rise in the use of CAM, it has become important to investigate the role of 
the GP as the instigator of discussion about and with CAM, and not simply as the referrer. When 
patient safety and care is paramount, and with the identified risks surrounding CAM use, it is 
important to determine what constitutes adequate communication on CAM in general practice (6). 
Overall it is suggested to engage creatively when the problem is best suited to a multi-disciplinary 
approach. It is acknowledged that with the diversity of therapies available it is unrealistic to assume 
that health care providers can gain in-depth knowledge about the health-affecting properties of all 
CAM therapies, or the beliefs and practices of every ethnic or cultural group. Therefore an 
appropriate first step in a strategy to facilitate engagement and to enhance communication and 
referrals is for GPs to routinely enquire about patients’ use of CAM.  
Where patients indicate CAM is being used or contemplated then GPs should evaluate the use and 
integration of CAM modalities as part of their patients’ overall health care.  That evaluation should 
include a consideration of the appropriateness and safety of the method in question. GPs should also 
maintain ongoing contact with these patients as they continue to receive treatment while continuing 
to monitor outcomes. It is also suggested that an open dialogue and familiarity with the specific CAM  
provider accompanies referrals and continued treatment (6,46,57–59). 
2.3.2 Role of primary care in the management of mental health  
Primary health care relates to the professional health care provided in the community and covers a 
broad range of health services, including diagnosis and treatment, health education, counselling, 
disease prevention and screening. In New Zealand, primary care is where 95% of all formalised health 
care takes place, and it is responsible for the diagnosis and management of more than 50% of mental 
health problems, and partners with other services for the further management of an additional 25% 
(21,60).  
The literature states that 3-8% of all patients accessing general practice in New Zealand cite mental 
health as the primary reason for their visit, 36% of which are suffering from one or more of the most 
common mental health disorders - anxiety, depression or substance use disorder (61). In addition, 
GPs are the most common source of all mental health referrals to secondary care. In 2009/10 this 
equated to 26,551 clients and 17.0 % of all referrals in New Zealand. The New Zealand figures are 
lower to that of other westernised countries such as Canada where up to 20-51% of GP visits are 
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mood disorder related as either primary or secondary complaints, however, when mental health care 
is a secondary complaint this is often not categorised as the reason for visit (61–64). 
There is continued debate in the literature around the definition and nature of symptoms, illness and 
disorder that may dilute or distort these statistics. The disorders with the highest prevalence, 
including ‘stress’ style disorders particularly ‘anxious depression’, are those with most significant 
primary care workload and are not of ‘traditional’ psychiatric description. For these, and others, it 
remains unclear as to whether these common mental disorders are indeed ‘curable’ with treatment 
focussing on resilience or recovery models engendering patients against future vulnerability. There is 
also a need to develop systematic thinking around the management of psychosomatic symptoms and 
‘bodily stress’ which may not fall under the traditional classification systems (65,66). 
That being said, mental health remains a considerable public health concern in New Zealand with 
46.6% of the total population predicted to be affected by a mental health disorder at some point in 
their life and 20.7% having been affected in the last 12 months (42). Not all of these present to 
primary care for management of their symptoms. This is consistent with worldwide findings with the 
WHO study of global burden of disease finding depression to be the third leading cause of disability 
(67). Mental health continues to be identified as an area where an effectiveness gap in treatment 
exists, with up to 60% of patients presenting to primary care bring prescribed pharmacological agents 
for depression experiencing a lack of efficacy (68). GPs state that mental health is an area of clinical 
practice in which available treatments are not fully effective (38). 
Mental health care in New Zealand is organised on a stepped care model with the access to services 
based on symptom severity. Patients with mild to moderate symptoms will present primarily to the 
GP and receive advice and usually aspects of counselling, self-help techniques or medication. For 
those not responding to GP management, or for those of sufficient initial severity, referral to other 
mental health professionals is recommended. While the results of conventional treatments may be 
reported as initially favourable, the effectiveness tends to be hindered by high rates of relapse 
demonstrating that these treatments may provide only transient symptom relief for many (69,70).  
With GP led stepped care models psychological therapies are deemed first line treatment (70), 
however there continues to be strong growth in prescribing of pharmacological agents (71). For 
example, in a recent UK study on prescribing practices, anti-depressant prescribing nearly doubled 
over a 10 year period (72–75).  
In New Zealand, in 2017 PHARMAC (the New Zealand government agency that determines funding 
for medicines and medical devices) reported an increase of 5.9% of antidepressant prescribing 
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(increase of 70 000 prescriptions) and a 4.2% increase in antipsychotic prescribing (increase of 21 000 
prescriptions) (71). There is scarce evidence that the increase in the prescription of antidepressants 
has impacted on reported rates of deaths or diagnoses associated with depression, indeed the 
evidence about the limited efficacy of antidepressants has raised questions about the reliance on 
drug therapy as a standalone treatment (76).  
A further key issue is the equivalent efficacy of drug and non-drug options. Indeed for mild disorders 
it is not recommended to use antidepressants as a first line of defence as the risk-benefit ratio is 
poor, and other psychosocial, complementary or alternative treatments should be enlisted (77).  
2.3.3 Where does CAM fit into an integrative mental health model?  
The term ‘integrative care’ continues to elicit inconsistent viewpoints (78–80) but most agree it 
involves bringing some form of CAM into a relationship with biomedicine. The definition that 
resonates most closely with the work of this study is: 
Health services that are managed and delivered so that people receive a continuum of 
health promotion, disease prevention, diagnosis, treatment, disease-management, 
rehabilitation and palliative care services, coordinated across the different levels and 
sites of care within and beyond the health sector, and according to their needs 
throughout the life course (81, p.1). 
Over the last decade there has been extensive discussion on the need for communication between 
CAM and primary care even to the point where specific tools have been recommended. However, 
integration remains mostly unstructured and adopted on an ad hoc basis. Integrative models range 
from referral models and use of in house CAM providers (where applicable) to primary care units 
offering some form of integration. Barriers for integrative approaches have been highlighted in the 
literature and include radically different theoretical backgrounds, clinical diversity, knowledge and 
trust and mixing of two economies (public and private funding).While integrative health models exist 
with varying degrees of success, profession interaction is still relatively unsuccessful (51,82,83).  
Combined approaches to treatment often feature in the research but the focus tends not to be on 
how the various providers work together but rather on whether there is a different outcome when 
offered concurrently as compared to when offered in isolation. While this is one approach to health 
care research, it is increasingly important to understand providers’ experiences when working as a 
collaborative team to move towards clinical utility of research (69,84–88).  
Integrating CAM into national health care systems has been suggested in various western countries. 
In Germany for instance, the Federal Medical Chamber accredits specific CAM disciplines, and GPs 
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can practice forms of CAM with correct qualifications and training. And in the US, formal resident 
training on CAM has been developed for inclusion in family practitioner medical programmes (89). 
A 2012 American paper discussing integrative mental health models noted that a reconciliation of 
CAM with contemporary biomedicine could result in significant improvements in mental health care. 
It is reported that integrative approaches have the potential to address the biological, energetic and 
informational causes of mental health sympomatology which could, in turn, lead to a more accurate 
and deeper understanding of mental health, and improved patient outcomes (79).  
Recently, research has demonstrated that there is a growing interest in CAM or non-mainstream 
treatments of mental health conditions, with various studies reporting between 6.8-10% of mental 
health consumers selecting complementary therapies as either their first choice or as an adjunct to 
standard care. A more structured approach to integration of CAM (including acupuncture) into 
primary care allows for a greater ability to measure treatment outcomes of adjunctive therapies and 
therefore inform best practice (90). 
The 2009 International Summit on Integrative Medicine and the Health of the Public held in 
Washington, DC recommended integration across approaches to care. The summit identified that 
harnessing an integrative approach to health care was a specific priority for the future. The report 
from this summit drew on an example of New Zealand’s Māori model of health - te whare tapa whā – 
which includes  physical, emotional, spiritual and family health as all being important for Māori well-
being (91).  
A consideration when debating utilisation of adjunctive therapies such as CAM is cost effectiveness 
of treatments, and the cost of illness. Depression is associated with an enormous economic burden, 
most of which can be attributed to loss of work productivity. Integrated treatments that have 
increased efficacy on depressive symptoms not only improve the care for depressed patients, but 
also reduce the adverse economic impact of depressive disorders (92).  
Interprofessional referral is seen as one form of collaboration and/or integration in the literature on 
integrative healthcare, cross discipline and cross speciality. Interprofessional referral is defined as an 
act of referring someone for consultation, review, or further action to another healthcare provider. 
Research into referral decisions in general practice has predominantly focussed on referrals to 
specialists, outpatients or direct medical or surgical management, but there is limited research into 
referral patterns to CAM. Although the availability of a sound evidence-base influences the choice to 
refer, it is not the only determining factor. Of equal importance to many primary care providers are 
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recommendations from respected colleagues, experience of receiving the therapy themselves, and 
positive personal and clinical experiences by their patients (93,94).  
In a study of 13 general practices in the United Kingdom, it was found that referral decisions were 
based on five key factors. These were patient, clinical and consultant factors, risk and time (95). 
More recently in a review of the literature on variations in referral rates, identification of referral 
rates were found to be based on patient characteristics, practice characteristics, GP characteristics 
and access to specialist care (96). The literature denotes that the decision to refer is often based on 
an absence of, or lack of effectiveness of, conventional treatments or when conventional treatments 
are contraindicated (97). The majority of referrals tend to be due to the presenting problem being 
beyond the scope of practice of the GP, or to gain access to investigations or resources only available 
in secondary care. 
Less is known about why GPs would refer to CAM. The main reason cited for referral to CAM is 
similar to that of secondary care, being patient request or unsuccessful or unnecessary application of 
conventional treatment (59). In Zhang’s study of Texas physicians it was reported that 42% of 
primary care providers surveyed already had referred to some form of CAM, and a further 22% 
would be likely to refer. The same study stated that 76.8% of those surveyed believed the 
incorporation of CAM would increase patients’ satisfaction. The generalisability of this study is 
limited due to the very specific locality surveyed, but it does raise interesting points for further 
investigation (94).  
A recommendation from Zhang’s survey is that education needs to be tailored to demographic 
groups and localities, indicating that New Zealand findings are likely to be unique, and require 
research into the specifics of the provider-patient relationships within the country (94).  
Germany is cited as having a high degree of integration of CAM into mainstream medicine, with over 
two thirds of the population using complementary medicine. In Joos’s 2011 national survey of family 
practitioners in Germany, 60% reported the use of CAM in their practice, and CAM is considered to 
have a substantial contribution to first contact primary care. However, the same study states that the 
preference is for the primary care provider to be the ones educated in and providing the CAM. The 
perception is that non-medically trained providers (called Heilprakiters) should be under rigorous 
control for the protection of patients. This indicates integration is welcomed, but only with CAM 
monitored and practised by the medical practitioners themselves, and indeed by the end of 2006 
there were 47,193 CAM qualifications of various types registered among the 400,000 German family 
physicians. Further to this, it is estimated that between 30-40% of family practitioners have received 
training courses in acupuncture alone (89,98). 
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Within New Zealand numerous surveys have already documented the interest and experience which 
GPs have with CAM, and while GPs’ practise of CAM has reduced, the number of referrals has 
increased. In fact, GPs increasingly feel that education about CAM should now be included in the 
biomedical curriculum (13–16,19).  
In New Zealand a standardised referral process or pathway to CAM from general practice does not 
yet exist outside of Accident Compensation Corporation (ACC) referrals for accident related injuries. 
This process enables patients with an ACC issued claim number (ACC45) to access their choice of 
recognised providers, which includes acupuncturists, chiropractors and osteopaths. ACC will fund a 
certain number of treatments, but to date, there is currently no formal model for reporting from the 
primary providers to the CAM practitioner receiving the referral. ACC keeps detailed statistics of the 
number of treatments and the conditions but limited or no statistics on treatment outcomes (99).   
That being said, while the reported high rates of referral between general practice and CAM appear 
promising, referral does not constitute an integrative approach, with often no ongoing feedback 
mechanism in place to monitor patient outcomes. While possible tools for referrals and feedback 
between CAM and general practice have been suggested and piloted, these have not been 
implemented in a standardised way in New Zealand, or elsewhere in the world. The model of GPs 
and CAM practitioners practising totally independently of each other, even if an initial referral has 
taken place, still raises a number of concerns (4,51).  
Effective referral and reporting mechanisms, however, have the potential to improve the evidence-
based use of CAM and reduce the number of adverse effects and potential interactions between 
CAM and conventional treatments. While the literature reports increasing referral rates, there 
remains an evidence gap for investigation or identification of cross-paradigm communication 
barriers. 
In New Zealand acupuncture and many other CAM therapies are currently unregulated professions 
with membership to professional bodies being non-compulsory. If unregulated practice continues, 
there is increased risk to patients through a lack of guidelines framing safe and ethical practice. 
Statutory regulation involves clear definitions of scope of practice and guidelines around minimum 
education requirements and aims to reduce risk of patient harm. 
When considering integration between CAM and conventional medicine, encouraging open 
communication and creating a non-threatening environment in which patients can feel comfortable 
about disclosing CAM use will allow patients to see the physician as an ally in their treatment choice. 
The emphasis for future education should continue to address the skills required to appropriately 
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involve patients in the shared decision-making process. Shared decision-making sits healthily 
between a paternalistic model and a purely informed consent model, and should be encouraged. This 
would allow for retaining patient autonomy while ensuring patient safety. What is required is a 
balanced approach that utilises knowledge of safe and effective treatments, but is at the same time 
sensitive to patients’ values and beliefs (4,100).  
2.3.4 Historical overview of traditional Chinese acupuncture use in the 
management of mental health 
The theories surrounding mental illness in TCM have gone through the sequence of supernatural, 
natural, somatic and psychological stages. The perception and interpretation of mental illness has 
been directly impacted by sociocultural influences throughout time.  
Mental health care and psychiatric diagnoses in TCM can be traced back to the Pre-Qin period of 
2800-220 BC. Ancient texts specifically refer to disease names, translating to insanity or paralysis, 
hysteria or madness, distress or dizziness, stress and epilepsy, and attribute their aetiology to an 
imbalance of yin and yang, preceded by excessive emotional states. When acupuncture is 
recommended for treatment, the focus is placed on the organ that corresponds to the particular 
emotion being experienced with the goal of restoring homeostasis (101). Specific emotions impact 
directly on specific organs and conversely the opposite emotion can benefit organ health. An 
example from a classical text, the Huang Di Nei Jing is “anger is injurious to the liver, but sympathy 
counteracts anger” (101, p.288).   
In TCM mental symptoms are considered as a part of the manifestation of physical illness. Emotional 
symptoms would rarely be seen as isolated presentations but rather would be part of a larger picture 
influencing the diagnoses of visceral disharmony (102,103). Frequently TCM diagnoses of mental 
health will include discussion of the ‘Shen’. Shen in Chinese medicine can be translated as ‘Spirit’ or 
‘Mind’, and implies our consciousness, mental functions, mental health, vitality, and our ‘presence’. 
Shen disturbance is a broad category encompassing many mental health presentations. 
Treatment of mental disorders in TCM is through the use of acupuncture, moxibustion, qi gong 
(medical movement therapy) and other means to restore the harmony and balance of the internal 
organs. Due to the tendency of Chinese patients to somaticise psychological problems, herbal or 
physical therapy has continued to be the preferred treatment approach to psychological concerns 
over any form of talking therapy (104). TCM places a strong emphasis on the impact of the emotions 
on health, and links the state of the mind and overall health together in a holistic framework. 
Another key difference from western medicine is that the majority of Chinese medicine is designed 
as prioritising preventative medicine, so detecting illness before it occurs by identifying subtle 
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changes is a key focus rather than curing already established disease. This is undertaken by 
acknowledging the importance of a balanced life, attention to physical symptoms, regulation of 
emotions and a balanced and varied diet. 
One of the many difficulties in coordinating discussions between TCM and western medicine is the 
difference between the concept of ‘qi’ and the flow of it through the meridians and its contrast to 
the more recent knowledge of anatomy and physiological processes. Additionally the inability to 
quantify the sensation of ‘de qi’ makes it difficult to research and accept (105). Modern studies 
continue to investigate the mechanism for acupuncture’s action, and have found that acupuncture 
treatment is effective when compared to a control in alleviating depressive-like behaviour (106). This 
therapeutic effect is thought to be through central brain neural activity and serotonin receptor 
modulation. However, while the use of some acupuncture points appear to be superior to sham 
acupuncture points, the consensus remains that the use and specificity of these points is 
controversial. 
2.3.5 Integrative models of acupuncture within primary care; investigating a 
specific modality 
Acupuncture (zhenjiu in Chinese pinyin), often incorporated under the CAM heading, is one of the 
main forms of treatment in traditional Chinese medicine (zhongyi). It involves the use of sharp, thin 
needles that are inserted in the body at very specific points. This process is believed to adjust and 
alter the body's energy flow into healthier patterns, and is used to treat a wide variety of illnesses 
and health conditions. Acupuncture needles are often used in combination with other traditional 
devices and modalities including moxibustion, cupping, and Chinese herbal medicine (98). 
Acupuncture provision in primary health care is increasing and has significant support. Acupuncture 
provision has been shown to reduce prescription and referral costs and the literature shows it is cost 
effective in the management of certain pain conditions (107–110).  
The safety of acupuncture is a debated topic in the literature with the extreme dichotomies of 
reporting occurring from acupuncture being a high risk dangerous therapy, to its being a low risk and 
safe therapy. However, the general consensus within the literature is that acupuncture is a safe or 
relatively safe therapy when applied in clinical practice by trained professionals (111–115).  
White’s 2004 cumulative review on acupuncture safety theorised that the cumulative worldwide 
incidence for serious adverse events is estimated to be 0.05 per 10 000 treatments; this represents a 
‘very low’ risk which is below that of many common medical treatments. It also a cost effective and 
clinically relevant adjunct for a variety of conditions including migraine, rhinitis and back pain (48). 
While the evidence is not conclusive for many conditions, the understanding of the physiological 
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basis for the management of pain conditions with acupuncture is fairly well understood (116). This 
has further implications for various conditions with similarities in symptomatology or presentation 
(116).  
In the last 10 years, acupuncture has been investigated for its appropriateness as an adjunct for a 
variety of conditions (98). Most of the research to date discussing acupuncture as an adjunct to 
primary care focuses on chronic pain conditions (117) with the emergence of additional studies in the 
area of IVF and pregnancy care (118,119). In a 2012 trial investigating acupuncture as an adjunct to 
primary care for irritable bowel syndrome, the authors concluded that acupuncture provided an 
additional benefit over usual care alone. They also noted that the magnitude of the effect was 
sustained post-trial (120).  
Another 2012 study investigating the feasibility and acceptability of the Acupuncture to Decrease 
Disparities in Outcomes of Pain Treatment (ADDOPT) trial reported that patients showed high levels 
of engagement with acupuncture treatment despite disability and lack of familiarity (121). A 2010 
systematic review of acupuncture in primary care reported that acupuncture appeared to have 
sustained effects (for over six months), and was effective for the treatment of chronic pain 
syndromes compared to no treatment or routine care. The authors concluded that acupuncture is a 
reasonable adjunct or alternative for patients for whom usual care is ineffective or declined (122). In 
Paterson et al’s (2011) trial investigating acupuncture for frequent attendees for patents with 
medically unexplained symptoms, the research found the addition of a course of acupuncture to 
usual standard care resulted in improved health status and wellbeing that was sustained for 12 
months (123). 
Cheshire et al discussed an example of integration of osteopathy and acupuncture for muscular-
skeletal conditions in a GP setting. Both quantitative outcome measures and qualitative measures 
recording patients’ experiences were utilised, and the study found that a GP setting can quickly adapt 
to incorporate complementary therapies, and the inclusion is entirely achievable (124). 
Facilitating factors for integration of acupuncture in primary care can be drawn from García-Escamilla 
et al’s meta-synthesis of qualitative studies. They include its ability to be a supplement, for example 
when there is an effectiveness gap, contraindications or shortage of service or product; as an 
accompaniment, for example when there are side effects from either the drugs or the treatment; 
and have potential added benefits such as improved quality of life status. Further facilitators for 
integration are the lack of adverse effects and acupuncture’s holistic approach (97,125).  
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In Garcia-Escamilla’s 2015 thematic synthesis investigating integration for acupuncture, it was 
identified that the main obstacles for integration were lack of knowledge and institutional support. 
This study highlighted that while the viewpoints of the health professionals may affect the use of 
acupuncture by the general population, few studies have analysed in-depth relevant issues regarding 
the collaboration between acupuncture and western medicine from the perspectives of these health 
professionals (97). 
Mao and colleagues have two suggestions for the possible integration of acupuncture into primary 
care. The first is to establish trusted and competent referral pathways. This collaboration would 
allow for clinical issues to be addressed by the acupuncturist while the primary care provider 
coordinated the care. The other possibility is for primary care providers to receive training in 
acupuncture; however, this is likely to be limited by time and financial constraints (122). 
Integration is possible but requires an extensive approach for it to be successful. This approach 
would need to incorporate an increase in education regarding acupuncture into the medical 
curricula, opportunities for communication between health professionals and acupuncturists, 
significant institutional support and an increase in the research and evidence-base. What needs to be 
determined for successful integrative approaches are: what disease can be treated by acupuncture; if 
there are any risks or adverse effects related to its practice; how integration can practically be 
achieved; and, who can provide the therapy and at what cost? 
2.3.6 A review of evidence of acupuncture for depression and mental illness 
Depression is a complex disease with a multi modal aetiological framework. Because of this, it lends 
itself well to holistic interventions and/or collaborative approaches that have the opportunity to 
individually tailor treatment approaches and address comorbid symptomology (126). Devising the 
appropriate treatment for depression can be difficult due to the multiple variations in aetiology and 
presentation of the condition. The aetiology of depression and most other mental health conditions 
is not fully understood, however there is evidence to demonstrate that the neurotransmitters 
dopamine and serotonin are deficient in sufferers (127). There are also additional biochemical 
mechanisms indicated such as chronic inflammation (128). However, it is thought that depression 
occurs due to a combination of causal factors which may also include genetic factors and 
psychological factors such as stressful life events or negative thought patterns (129).  
Acupuncture has been suggested as a potential intervention as the physiological mechanisms are 
similar to that of some antidepressant medication in that the nervous system is stimulated to release 
neurotransmitters (130). Magnetic resonance studies confirm that specific acupuncture points 
correlate to specific brain responses that may impact on depressive symptoms (131). Currently, 
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research into mental health acupuncture as an adjunct to primary care is limited, with most of the 
systematic reviews and individual studies looking at acupuncture alone or as a comparison 
treatment.  
Acupuncture is a predominant New Zealand CAM therapy with approximately 900 practitioners 
voluntarily registered with professional bodies nationwide. Acupuncture is considered a safe and 
easily applied therapy with a moderate treatment cost (111–115,125). 
The evidence for its use in the adjunctive management of mental health conditions is promising 
(132,133), yet it is a rarely considered option. Generally, the evidence base is significantly larger for 
depression than for anxiety disorders; however, systematic reviews continue to report evidence of 
benefit as augmentation in depressive disorders. Also reported are the minimal side effects and high 
patient tolerance of acupuncture as a treatment modality (84).  
Additionally, and as mentioned earlier, there is an increase in mental health patients accessing CAM 
for the treatment of mental health disorders. For example, in Wang’s survey on alternate medicine 
use for major depression, acupuncturists reported that up to 10% of clients reported with mental 
health concerns as their primary complaint (134). 
The National Institute for Clinical Excellence (NICE) guidelines for depression recommend therapies 
such as cognitive behavioural therapy (CBT) or counselling, but do not recommended acupuncture, 
despite evidence that  acupuncture performs comparatively to both these therapies (132,133) and 
additionally patient acceptance of acupuncture as a therapy is, in many instances, higher than that of 
counselling (135). A rationale for exclusion of particular services is often a lack of evidence base but 
many cases this is incorrect and it is simply that the evidence base is not known, or that no clinical 
guidelines or pathways are in place (136).  
In 2018, the Cochrane collaboration published a review on the use of acupuncture for depression 
updating the earlier 2010 version. It stated that there was insufficient evidence to support the use of 
acupuncture for the treatment of depression (137). However, earlier studies appear to contradict this 
conclusion. In 2012 the largest pragmatic trial to date on acupuncture for the treatment of 
depression (ACUDEP trial) results showed that both acupuncture and counselling, when compared 
with usual care, are associated with statistically significant short- to medium-term benefits with little 
risk of harm (85). 
A further 2019 systematic review that incorporated 29 studies including 2268 participants found that 
acupuncture showed clinically-relevant benefits in reducing the severity of depression compared to 
sham acupuncture, usual care and as an adjunct treatment to medication. It additionally found that 
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acupuncture, when compared to counselling, was of equivalent effect. The authors of the study also 
noted that many patients suffering depressive symptoms may also be experiencing a range of other 
symptoms such as pain, insomnia, digestive complaints and low energy. Typically, a traditional 
acupuncturist will take these symptoms into account when constructing a treatment plan (138). 
A systematic review focusing on the benefit of combining acupuncture with pharmacotherapy for 
depression found that when 13 randomised controlled trials (RCTs) were pooled for meta-analysis, 
results showed statistically significant effect in favour of the combined group. The authors also stated 
that the benefits of acupuncture are that it is safe and well-tolerated by participants, and has an 
early onset of action. This review included RCTs that adopted double blind, single blind or non-
blinded designs (139). 
Bletcher also noted the limitations of research pre-2010 and attempted to consolidate the trials post 
the 2010 Cochrane review on the topic. She noted continual methodological limitations and limited 
long-term data availability. Of the 22 studies identified by Bletcher post the 2010 review, 19 
concluded that acupuncture appeared effective in treating depression, although the complexities of 
creating robust acupuncture studies was highlighted. Also stated was that more pragmatic 
approaches are required as research continues not to adequately reflect clinical practice. An 
interesting observation by Bletcher is that the rationale behind the resistance to acupuncture within 
the medical establishment may be due to cultural and economic barriers rather than purely an 
argument against the current evidence-base (129). 
A further Swedish example of a trial investigating an integrative approach incorporating acupuncture 
is Arvidsdotters’ 2013 pragmatic trial. This looked at the effect of integrative treatment (a 
combination of acupuncture, salutogenic dialogue2 and standard care), therapeutic acupuncture (a 
combination of acupuncture and standard care) and conventional treatment (standard care alone) in 
alleviating psychological distress in primary care. Patients found that both integrative treatment and 
therapeutic acupuncture were beneficial in reducing anxiety and depression in primary care patients, 
whereas conventional care was not. In this study patients allocated to the conventional treatment 
group were treated according to local practices at each primary care centre. Treatments included 
watchful waiting, pharmacological and/or psychological or psycho-educational therapies (135).  
The most striking outcome from this study was the reduction in clinical cases in the acupuncture and 
integrated groups, with 82% of those with moderate to severe depression and 63% of those with 
anxiety being classified as non-cases after treatment. This is in contrast to the 10% of conventionally 
                                                          
2
 Salutogenic dialogue is an approach to psychotherapy that focuses on factors that support human 
health and well-being, rather than on factors that cause disease. 
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treated patients in the same study. This study took an alternative ‘versus’ a conventional treatment 
approach. What this study found is that the addition of more than one adjunctive treatment did not 
seem to impact on the outcome, the group that received the therapeutic acupuncture demonstrated 
the same outcomes as the group who had both therapeutic acupuncture combined with salutogenic 
dialogue. This emphasises the need to find the most appropriate adjunct based on efficacy, patient 
preference and cost effectiveness in order to maximise outcomes.  
The limitations of this study were that is was a short-term study with measurement outcomes at 
baseline, 4 and 8 weeks. This was criticised, as many mental health patients tend to self-resolve over 
time. This led the authors to complete a six-month follow up of those included in the trial. The follow 
up not only looked at clinical outcomes, but also reported changes to health related quality of life 
and sense of coherence. The long-term follow up demonstrated that the improvement in symptoms 
was maintained after six months of initiating treatment without the need for further treatments. It is 
not surprising that the symptoms in the two intervention groups did not improve further as no 
additional treatments were given. While the usual care group had also improved both the 
acupuncture and combined groups’ still maintained significantly better scores on all variables. This 
indicated that a short course of therapeutic acupuncture may be sufficient to allow for a significant 
reduction in clinical cases of depression or anxiety (140). 
Disorders other than depression have been investigated to a lesser extent. In 2014 Bosch reviewed 
the evidence of acupuncture for the treatment of schizophrenia. While the evidence of acupuncture 
for the treatment for schizophrenia was limited, the quality of life and sleep patterns were 
consistently improved (141). 
In 2014, ACC conducted a systematic review looking at acupuncture for selected mental health 
conditions. The review investigated the current evidence-based practice and best practice models for 
selected mental health disorders including major depressive disorder (MDD), dysthymia, anxiety 
disorder and post-traumatic stress disorder (PTSD). The review found limited high quality evidence 
and suggested that promotion of integrative care could expand on this and provide further avenues 
for research. All studies included in the review were conducted outside of New Zealand, and 
therefore generalisability to the New Zealand population and context may be limited (142). 
Systematic reviews on acupuncture for MDD and dysthymic disorder state that acupuncture therapy 
is a safe and effective for MDD and could be considered as an alternative option (143). Acupuncture 
for anxiety also demonstrates a positive effect, but there remains insufficient research evidence for 
firm conclusions to be drawn nevertheless promising initial findings indicate that further research is 
warranted (144). For post-traumatic stress disorder, acupuncture performs as well as CBT and is 
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superior to waitlist control (participants included in the study that were assigned to a waiting list and 
received the intervention after the active treatment group) (145).  
One of the more recent pieces of research to emerge in the area of mental health is that of Schroer 
et al addressing the issue of depression in primary care. This study utilised a five arm pilot trial 
conducted in UK primary care using counselling and usual GP care as comparisons for acupuncture. 
This study found that acupuncture was as credible to pilot trial participants as usual GP care and 
more credible than counselling; most patients (62.5%) preferred to be allocated to acupuncture, 
rating it more highly at baseline than counselling or usual GP care as potentially able to benefit their 
depression.  
The researchers in this case have addressed the fact that if research interventions differ significantly 
from clinical practice this deepens the gap between research and practice. In terms of an 
improvement in patient outcomes in real life clinical situations a more pragmatic and mixed methods 
approach analysing both the patient experience and practitioner acceptability of the treatment 
regime in terms of point prescription and therapeutic dose is required (146).  
The research on acupuncture specifically for the treatment of mental illnesses concludes that 
acupuncture is comparable to standard care but when combined the results are enhanced. 
Furthermore, the risk of adverse events is much lower with acupuncture than psychiatric medication 
(147). 
The evidence-base for depression is currently far greater than that of other psychiatric illnesses such 
as anxiety and PTSD. Currently, acupuncture is mentioned in both the American and Canadian clinical 
guidelines for the treatment of depression as a third-line treatment, with Level 2 evidence in the 
adjunctive treatment of mild to moderate MDD (148,149).  
Overall, acupuncture is consistently shown as a low risk and safe therapy. Indeed incidence of 
adverse events was lower with acupuncture and sham acupuncture than with antidepressants (10.2% 
versus 40.4%) (143). 
Schroer points out that the potential value of TCM acupuncture will continue to remain unknown if 
evaluations do not allow a practitioner to implement their therapy as they would in everyday clinical 
practice (108). Major critiques of a RCT for effectiveness of acupuncture is that rigid protocols do not 
allow acupuncture therapy to be administered in a holistic manner and do not measure effectiveness 
accurately. 
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Recommendations from research propose more well-designed studies and use of robust treatment 
evaluation methods. The key challenge is that the research methods adopted should preserve the 
therapeutic integrity of acupuncture while studying its effectiveness. In addition, further study is 
required to assess optimal treatment protocol with regards to sites of acupuncture, number of 
therapy sessions, frequency of sessions per week, and duration of each session (sometimes called 
dosage). Acupuncture continues to be a promising treatment option for psychological distress. 
However, the methodological deficiencies continue to provide mixed results (142,150). 
A reported paradox of designing acupuncture trials is the difficultly in establishing an effecting non-
active sham comparator. Over 8000 RCTs that appear in the Cochrane data base demonstrate that 
acupuncture has significantly larger treatment effects when compared with no treatment, usual care 
or waitlist. However, when compared to sham, placebo or minimal acupuncture, the difference in 
effect is less. This many indicate that many ‘shams’ utilised in acupuncture trials are not inert and 
exert levels of effect, making accuracy in interpretation and correct calculation of true effect size 
difficult, if not impossible (48). This effect has been referred to as the ‘meaning response’ which is 
defined as the physiologic or psychological effects of meaning attributed to the treatment (151). This 
has been shown to affect the outcome of treatment. Therefore if a patient considers a treatment 
‘meaningful’, it is likely to have an effect. Whilst it is possible to say that not all effects of 
acupuncture treatment can be attributed to this response (152–154), it is possible to say that the 
effect the meaning response of acupuncture has on the physiological action should be considered 
when interpreting research in this field. Further, recent consensus statements on placebo research 
state that healthcare professionals should be trained to maximise placebo (meaning response) 
effects (155). 
An additional issue in efficacy trials is the impact on quality of life, and patient preference for 
treatments options. Research suggests that patient preference should be taken into account with 
alternatives to pharmacotherapy being discussed. Indeed shared decision making has been identified 
as an important factor for improving adherence and clinical outcomes (156). It is generally noted that 
patients want to be informed of treatment alternatives and also want to be involved in treatment 
decisions when more than one treatment alternative exists (157). Even if a treatment is efficacious 
for certain symptoms, adherence may be low if the adverse or unwarranted side effects of the 
treatment are negative as is the case for some pharmaceutical treatments (98).  
The growing evidence-base for acupuncture, as an adjunct or alternate therapy, for mild to moderate 
mood disorders is promising. While the research continues to point out the need for further, more 
comparative longer-term studies, the low risk and beneficial initial outcomes of acupuncture in 
relation to mental health warrants consideration. In addition to consumer interest in CAM therapies 
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in general, there is increasing evidence that a combination of acupuncture and standard care can 
lead to improved outcomes (138,158–161). 
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2.4 Summary of key findings 
The key findings from the literature review can be summarised according to the four key research 
questions: 
Research question 1 - What is the current communication and collaboration between GPs and 
acupuncturists? 
 There are potential risks associated with unmonitored adjunctive use of CAM including 
acupuncture 
 GPs are willing to engage and refer to acupuncturists 
 Referral to secondary care and CAM, including acupuncture, is similar and stems from both 
patient request and/or a lack of efficacy or adherence to current treatment 
 Few studies have deeply analysed relevant issues regarding the collaboration between 
acupuncturists and GPs from the perspectives of these health professionals 
Research question 2 - What are the barriers to communication between GPs and acupuncturists? 
 There is no systematic way to allow for feedback and monitoring of patient outcomes when 
utilising acupuncture 
 The clinical and cultural gulf between two paradigms and issues around efficacy and safety 
remain key issues hindering engagement 
 True integrative approaches remain a puzzle and exist on a casual and ad hoc basis 
Research question 3 - How can communication be improved between GPs and acupuncturists? 
 Referral pathways are only one small part of what could constitute integrative care 
 Integrative approaches have the potential to improve provider satisfaction and patient 
outcomes 
Research question 4 - Does communication and collaboration differ in the landscape of mental health? 
And if so why? 
 Mental health remains a significant burden of disease 
 There is evidence of an effectiveness gap in current treatments 
 A large number of mental health patients are self-selecting forms of CAM, including 
acupuncture, as an adjunct or standalone treatment for the management of their mental 
illness 
 Currently there are limited communication mechanisms between GPs, CAM and acupuncturists 
for the specific management of mental health patients 
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Chapter 3: Methodology: mixed methods multiphase design 
3.1 Introduction 
This chapter describes the methodology utilised for this thesis. It begins with a discussion of the 
philosophical assumptions that guide the research design and then details the data collection 
methods and their analyses.  
The overarching methodology of this thesis is mixed methods research (MMR) multiphase design, 
with both qualitative and quantitative inquiry and involving the convergence of data and analyses. 
This methodology allowed the incorporation of aspects of implementation research, with the key 
aspects aiming to develop or expand a theory to explain relationships between concepts (162). MMR 
allowed for the selection of the most appropriate framework or paradigm to investigate the research 
question.  
3.2 Philosophical assumptions 
3.2.1 Ontology : Critical realism 
The philosophical stance of critical realism validates and supports key aspects of both qualitative and 
quantitative approaches while acknowledging limitations of each, thereby constituting a productive 
stance and effective collaborative approach to mixed methods. Realism is defined as “the view that 
entities exist independently of being perceived or independently of our theories about them” (163, 
p.205).  
Critical realism states that reality that we are involved in the process of knowing and the way things 
are determines the way in which we know them and the extent to which they can be known. Further 
critical realism refers to underlying structures that can be considered as generating what is 
manifested or observed. However, critical realism tries to give us a philosophy that we can act on 
even though there is much more that needs to be said. All we can do is identify the various levels and 
recognise the complexity of the realities we are investigating.  
Critical realism treats perspectives and situations as phenomena that have the ability to randomly 
interact with one another. Realist ontology posits there is a real world that exists independently of 
our perceptions, theories and constructions. At the same time, a distinctive feature of critical realism 
is that it denies that we have only one form of objective or certain knowledge of the world, and thus 
accepts the possibility of alternative valid accounts (162).  
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As a researcher who specifically needs to identify interpretations and actively engage with, or dismiss 
them, as what is ‘real’, this is a useful stance to take.  
Realism supports the idea that beliefs and perspectives are influenced by an individual’s social and 
physical contexts, and can therefore provide a framework for understanding the relationship 
between perspectives and actual situations. Realism provides a philosophical stance that is 
compatible with the methodological characteristics of both qualitative and quantitative research and 
facilitates communication and cooperation between the two. Its aim is to develop deeper levels of 
explanation and understanding. Critical realists allow their choice of methods to be dictated by the 
nature of the research problem, which is why it is often associated with mixed methods research 
(162,164). 
3.2.2 Epistemology : Pragmatism 
Pragmatism is promoted as the appropriate philosophical stance for mixed methods research as it 
accepts that methods can be combined on the basis of their practical utility and that paradigmatic 
conflicts can be ignored (165). 
Pragmatism tends to be concerned with the problem, and how to find a solution to this problem. The 
focus tends to be on methods and the use of all available approaches to understand a problem. In 
other words pragmatism uses pluralistic approaches to derive knowledge about a problem. A 
pragmatist researcher will look at how to conduct research based on the intended consequence 
(166,167). 
3.3 Methodological rationale: utilising a mixed methods research (MMR) 
multiphase design 
A currently accepted definition of MMR was established by authors Johnson and Onwuegbuzie, when 
they asked current leaders in the field to provide a definition and created the following composite: 
Mixed methods research is the type of research in which a researcher or team of 
researchers combines elements of qualitative and quantitative research approaches (e.g. 
use of qualitative and quantitative viewpoints, data collection, analysis, inference 
techniques) for the broad purposes of breadth and depth of understanding and 
corroboration (168, p.123).  
The advantages of MMR are that it allows triangulation between methods and allows for a deeper 
understanding of the area or phenomena studied. Additionally, it adds rigour or depth, and may 
strengthen the conclusions that are drawn. Limitations however include that it requires a wide 
understanding of methods and can be expensive and time consuming (162). 
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Key considerations in MMR include determining the mixing of the quantitative and qualitative 
methods, and whether they are considered equal or if one is prioritised. There have been various 
designs that have been characterised and used within MMR. Creswell and Plano Clark describe six 
major methods in which the quantitative and qualitative components are differently ordered, 
prioritised and integrated (169). These include the exploratory, explanatory and embedded designs, 
as well as the two designs incorporating multiple design elements; the transformative design and the 
multiphase design. The design chosen for this study is the multiphase design. 
Multiphase mixed methods design occurs when a topic is investigated or explored over a series of 
sequential study phases, with each stage building from the previous, and contributing to overall 
project objectives (166). 
3.3.1 Research problem and justification for using a mixed methods approach 
MMR is used increasingly in health science research. The matrix of data used in MMR is able to 
enhance the reliability and validity of findings. Using a combination of methods attempts to 
counteract biases that may be associated with single method studies (170). For this design, it was 
thought that findings from both quantitative and qualitative research would corroborate each other 
to support a more robust conclusion than either method of research could support singularly. 
This MMR multiphase design consisted of three distinct phases, each one informing the next: 
quantitative, followed by qualitative, followed by piloting initial implementation (169). In this design, 
the quantitative numerical data was first collected and analysed followed by the qualitative text data, 
with the second phase of understanding and iteration building on that of the first. The integration of 
knowledge from this allowed for the development of the third phase, which involved piloting the 
initial implementation of the research product (toolkit). This phase incorporated reflection on the 
piloting initial implementation and allowed for the integration of the findings from the previous two 
phases. The rationale for this design was that the analysis of the initial quantitative data provided a 
general understanding of the research problem. The further qualitative data refined and explained 
the numerical and statistical results through a more in-depth exploration (169). 
The third phase utilising the piloting initial implementation approach follows Rogers’ theory of 
diffusion of innovation (171) and allows for the iterative and cyclical process that is characteristic of 
mixed methods research.   
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Figure 1 Overview of methodology 
3.3.2 Researcher position 
The underlying assumption of this research was that barriers to interprofessional communication 
exists between acupuncturists and GPs. This assumption is based on my professional experience as 
an acupuncturist for the last 20 years as well as an acupuncture educator for 17 of these years in 
clinical practice. Additionally, my role as a council and executive member of a professional 
organisation added to the depth of this assumption.  
While a risk of bias due to this background was identified, steps were taken to minimise its influence. 
This was done by specifically matching the ontological and epistemological approach to one that suits 
an acknowledgment of my worldview. Additional detailed reporting of determining rigor and 
reliability in the analysis of data also formed a key part of the methodological process. Further 
thought was also given to ‘bracketing’ in an attempt not to impose my own understanding and 
constructions on the data (172).  
It is thought that the strength added to the study in terms of ability to interpret and implement 
clinical and translational utility of the findings was beneficial and that risks were sufficiently 
minimised.  












3.4 Integration of data and research findings in this thesis 
A lack of integration of the components of MMR limits the amount of knowledge that can be 
generated and therefore integration should be explicitly described. Data and findings from MMR can 
be integrated into studies in various ways. The three methods suggested for integration are: 
following a thread, triangulation and mixed methods matrix (173).  
This study utilised the mixed methods matrix approach in which data from the qualitative and 
quantitative components can be integrated at the analysis stage. This technique has been used to 
great effect in healthcare research. In this style of integration themes from a qualitative study can be 
summarised to the point where they are coded into quantitative data. This is called ‘quantitising’ of 
qualitative data (173); coded data can then be easily compared with data from the quantitative 
component.  
This study utilised a variety of methods including a survey of acupuncturists and GPs, qualitative 
interviews, and the development and piloting initial implementation of a toolkit. In this thesis, 
Chapter 4 reports the findings of the survey which are analysed using descriptive statistics. The 
majority of the 27 practitioners involved in the semi-structured interviews were purposively selected 
from survey respondents; the findings were analysed using thematic analysis. These findings are 
presented in Chapters 5 and 6. The findings of the survey and the interviews are integrated in 
Chapter 7. These findings directly informed the development of the toolkit which is reported in 
Chapter 8. Chapter 9 presents a discussion of the thesis and integrates the findings from the data and 
the reflection on the piloting initial implementation. Figure 2 depicts the sequential flow of the 
research stages.  
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Figure 2 Research process 
3.5 Ethics and Māori consultation 
The University of Otago Ethics Committee approved the research proposal for this study including 
the data collection tools—reference number D15/308. The Ngāi Tahu Research Consultation 
Committee also approved the research proposal and considered it of importance to Māori health 
(See appendix A). 
3.6 Methods and analysis 
This section details the data collection methods and their analysis. The different methodological 
approaches are presented in the order that they appear in the subsequent chapters. 




Refining the aims and 




Analysis  of the findings 
Integration of the findings 
Tool kit development and 
piloting 
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3.6.1 Study population 
The study population was drawn from New Zealand based GPs in current practice, registered with 
the Royal New Zealand College of General Practitioners (RNZCGP), and New Zealand based 
traditional Chinese acupuncturists in current practice, registered with either Acupuncture New 
Zealand (AcNZ) or the New Zealand Acupuncture Standards Authority (NZASA).  
3.6.2 Inclusion criteria 
 Current annual practicing certificate with regulatory body 
 Experience and/or interest in mental health 
 Understands spoken and written English 
 Able to give informed consent 
3.6.3 Exclusion criteria 
None 
3.6.4 Withdrawal procedure 
Participation in this study was voluntary and had no foreseeable risks. If participants felt 
uncomfortable answering any questions, they could stop completing the survey or interview at any 
point, or leave the questions blank. Survey and interview responses were strictly confidential and 
data from this research was reported only in an aggregated form. Involvement in subsequent tool kit 
training or piloting was voluntary. Participants had the right to withdraw their consent at any stage of 
the research. However, once the data had been codified it was not possible to withdraw their 
contribution.  
3.7 Phase one : quantitative survey design 
3.7.1 Aim 
The overall aim of this phase of the research was to explore the current attitudes, opportunities and 
barriers towards current and future models of integrative care for the treatment of mental health. 
The specific research questions were: 
1. What is the current communication and collaboration between GPs and acupuncturists? 
2. What are the barriers to communication between GPs and acupuncturists? 
3. How can communication be improved between GPs and acupuncturists? 
4. Does communication and collaboration differ in the area of mental health? And if so why? 
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3.7.2 Study design : quantitative descriptive survey design 
Numerous surveys have documented interest and experience GPs have in New Zealand with CAM 
including acupuncture (13–16) and there has been discussion on the need for communication 
between CAM and primary care (4). The impetus for these studies is the growing utilisation of CAM 
services and an increase in patient demand for either referral or information (51). However, while 
there has been research into the investigation of the biomedical perspective of integration and 
referral, the investigation of acupuncturists’ attitudes has been overlooked. 
Cross sectional surveys are used to describe characteristics of a population at one time, but cannot 
give any insight as to the causes of population characteristics. This survey aimed to target a relevant 
population of GPs and acupuncturists to gain information about current beliefs regarding 
communication and collaboration between acupuncture and general practice.  
The questions for this survey were informed by the current literature and provider focus groups and 
were then developed by the researcher. The survey was subsequently piloted with eight practising 
acupuncturists, eight GPs, one physiotherapist and one nurse. Question structure, editing and 
formatting changes were applied because of pilot feedback.  
The survey utilised both print and web based formats. An 11-page A4 booklet with cover letter (see 
Appendices B-D) was developed which included both open and closed questions, with participants 
being able to select multiple responses. The survey questions were entered into the online survey 
provider system ‘QuestionPro’ (www.questiopro.com) allowing a web based platform to be offered 
to participants in addition to the print survey.  
The survey consisted of four distinct sections: 
1. Current experience of working with each other 
2. Current experience working in mental health  
3. Identification of opportunities and/or barriers for future collaboration and/or 
communication  
4. Demographic and practice information 
Web-based surveys are becoming more popular in the field of health research as they offer 
advantages over traditional paper-based surveys. Three key advantages are: (i) access to unique 
populations, in this instance a large group of participants that are spread over a wide geographical 
area; (ii) time, in terms of distribution and completion; and (iii) cost, in terms of saving on printing 
and postage costs. However, online surveys have limitations in terms of low response rates which 
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may be hindered by issues such as restricted access to a computer and internet connection at work 
or home, misfiling of the electronic email invitation as spam, or overlooking the email due to the 
large volume of emails that many health professionals receive (174).   
In order to address these limitation and to maximise response rates participants were sent both a 
print copy of the survey with links to the online version (175). All print survey responses were 
entered into the online system for consistency on collection. This allowed the collected data to be 
stored online and directed exported to both excel spreadsheets and the SPSS statistical management 
program by the researcher.  
There were minor differences between the surveys specific to the participant groups being surveyed. 
These differences are stated below. 
GPs were asked if they had experienced or practised acupuncture, and if they were currently 
referring for acupuncture and for which conditions. They were also asked how referrals currently 
took place in terms of the level of formality and directness of the referral and what contact, if any, 
they had had to date with acupuncturists and what form it had taken.  
GPs were also asked to identify any possible barriers to communication or collaboration with 
acupuncturists using both a range of pre-defined options and a free text option. They were asked to 
consider what information they would include if they were to refer to an acupuncturist, and what 
information they would like to receive from an acupuncturist regarding a shared mental health 
patient. GPs were asked what form of communication was preferred when dealing with 
acupuncturists. Additionally, GPs were asked about their current mental health clinical practice and 
normal referral pathways for the management of mental health care. 
Acupuncturists were asked about their current mental health practice in terms of conditions treated 
and proportion of workload. They were then asked if they had received referrals from any other 
mental health providers. They were also asked how referrals currently took place in terms of the 
level of formality and directness of the referral. 
Acupuncturists were then questioned specifically about working with general practice and if they 
currently received referrals, how these took place and for what conditions. They were also asked 
what contact, if any, they had had to date with GPs and what form it had taken. 
Acupuncturists were asked to consider what information they would like to receive if they were to 
receive a referral from a GP, and what information they would include when writing return reports. 
They were also asked under which circumstances they would contact a patient’s GP and if permission 
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to contact a patient’s GP was part of their standard consent form. Acupuncturists were asked what 
mode of communication was preferred when dealing with GPs.  Additionally, acupuncturists were 
asked to identify any possible barriers to communication or collaboration with general practice using 
both a range of pre-defined options and a free text option. 
Demographic information was collected from both groups to enable a comparison to the overall 
general practice or acupuncture population, and questions were asked about years in practice, 
location of vocational training, clinical specialities, location and size of practice, ethnicity, gender and 
age. All participants were asked if they were prepared to be contacted for a follow up interview. 
All participants were given free text space to include any additional information regarding 
communication and collaboration between GPs and acupuncturists that they felt was not covered in 
the questionnaire.  
The entire survey took between 5-15 minutes to complete. The web based survey used skip logic so 
that inapplicable questions were avoided based on individual responses. 
3.7.3 Recruitment 
The initial recruitment was a random sample of all those registered in the Medidata data base of GPs, 
and from the two New Zealand acupuncture professional bodies.  
To encourage participation advertisements were placed in two New Zealand medical periodicals - 
New Zealand Doctor and the ePulse online newsletter, and a feature was included in the monthly 
eNewsletters of both acupuncture organisations.  
Follow up of the initial sample included a targeted letter or email to non-responders three weeks 
following initial mail out. Reminders were also placed on the largest acupuncture organisation’s 
(Acupuncture NZ) Facebook page. 
Due to a poor response rate at this point in the project a further convenience sample of the entire 
New Zealand GP and acupuncture population were sent links to the online version only. Additional 
views were sought as it was not felt sufficient depth and breadth of views had been obtained by the 
small numbers of respondents. It was thought that the sacrifice in methodological purity was not as 
important as obtaining a larger sample size. Response rates and modes of response formed part of 
the analysis. 
The second phase of recruitment utilised convenience sampling and involved email invitations and 
online notifications to all members of both groups through established communication pathways. For 
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GPs this included contact though New Zealand Doctor, the RNZCGPs, the New Zealand Medical 
Council, Procare and General Practice New Zealand (GPNZ) (both healthcare professional networks). 
For acupuncturists this included a direct email invitation to all members of both professional bodies 
with a current email. Links to the online survey were featured in both acupuncture organisations’ 
‘News and Events’ pages as well as their Facebook pages.  
3.7.4 Sample size 
Nationwide there are approximately 3200 GPs and 500 acupuncturists. Previous surveys to these 
participant groups have reported variable response rates ranging from 11% (176) to 60% (13). To 
maintain survey findings that provided a confidence level of 95%, and confidence interval of 5%, 
responses from a minimum of 218 acupuncturists and 344 GPs would be required. The initial strategy 
focussed on a random selection of participants with incentivised responses in order to yield findings 
that were more generalisable. An initial group of 400 GPs and 250 acupuncturists was randomly 
selected and sent both print and online versions. However, due to a low response rate, the survey 
was expanded to a wider catchment of the entire population of both registered groups. The second 
round of surveys yielded an additional 14 GP responses only.  
3.7.5 Validity and reliability of the survey 
During the piloting of the survey the survey questions were assessed for ease of understanding, 
clarity of wording, flow of questions and relevance to research topic. The focus groups and 
subsequent piloting of the survey led to major revisions of the survey in terms of wording, question 
flow and question structure. The final version was sent to two acupuncture practitioners and one GP 
for final comment.  
Between the first and second administration of the survey minor changes were made to the 
electronic interface to allow for multiple responses instead of forced singular responses for questions 
where, in the print format, participants had entered multiple responses. 
3.7.6 Statistical analysis  
The researcher undertook data analysis under guidance from a statistician and from the primary 
supervisor, Professor Tony Dowell. Data was entered into the Questionpro system if received in print, 
then all data was collated and downloaded into both Excel 2010 and SPSSv22 directly from the 
Questionpro site. Demographic data from participants was used to summarise the characteristics of 
the survey respondents. Univariate data was analysed using descriptive statistics, which included 
frequencies and percentages for categorical data.   
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1. Survey Development 
a. Initial design 
b. Focus groups 
c. Pilot testing and analysis 
2. Survey refinement 
a. Development of online tool 
b. Development and design of print tool 
3. Randomisation of sample 
a. Calculation of sample required 
b. Accessing of mailing databases 
4. Survey awareness 
a. Media promotion in both GP and Acupuncture periodicals 
5. Initial mail out 
a. Survey sent to 400 GPs and 250 acupuncturists 
6. Reminders 
a. Reminder letter sent to GPs. Email reminder sent to acupuncturists and reminder 
placed on organisations’ Facebook page. 
7. Data entry 
a. Print returns entered into online data entry system for analysis 
8. Data analysis 
a. Description statistics extrapolated and cross tabulations calculated  
9. Second round of survey distribution using convenience sampling – purity of data 
compromised 
a. Additional views sought from wider population to increase depth and breadth of 
views  
10. Survey awareness 
a. Media promotion via New Zealand professional organisations and periodicals 
11. Data entry 
a. Responses entered into online data entry system for analysis 
12. Data analysis -  






















Figure 3 Survey process 
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3.8 Phase two: Semi-structured qualitative interviews 
3.8.1 Aim 
The general purpose of this phase of the research was to identify attitudes, opportunities and 
barriers for integrative models of care between primary care providers and acupuncturists. This 
description of the qualitative phase clearly discusses the approach to rigour development and 
analysis of the semi-structured interviews within part of the larger mixed methods project.   
In addition to addressing the four previously stated primary questions, the interviews also delved 
into the following secondary questions: 
 Secondary Questions 
1. How, when and why is acupuncture already integrated within primary care? 
2. How mental health concerns are typically handled in clinical practice? 
3. What works and what does not work well in clinical practice currently when addressing 
mental health concerns? 
4. What are GPs’ and acupuncturists’ view of integrative care? 
5. How do current definitions fit with the understanding of integrative care? 
6. How can we plan for the future in terms of integration? 
3.8.2 Design 
Semi-structured interviews with thematic analysis.  
3.8.3 Rationale  
Semi-structured interviews draw on aspects of descriptive research, which allow a comprehensive 
summary of events in everyday terms and allow for in-depth exploration of a specific phenomenon. 
They therefore attempt to understand phenomena through meanings that people assign to them 
(177). Through the ability to investigate this descriptive data, new perspectives, concepts and themes 
may be uncovered. During analysis, researchers stay close to the data and there is no ability to prove 
causal effects. Although the inquiry may be value-bound, the researcher aims through the adoption 
of their ontological and epistemological lens to identify a range of beliefs without introducing bias 
from their own worldview.  
The descriptive techniques used in this research explored the range of attitudes, perceptions, beliefs 
and behaviours from the sample, and ensured subsequent discussions and proposed interventions 
were applicable and appropriate to both GPs and acupuncturists. The qualitative data obtained from 
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the semi-structured interviews refined and explained the numerical and statistical findings from 
earlier components of the study through a more in-depth exploration. 
3.8.4 Philosophical assumptions  
Descriptive and interpretive qualitative research obtained accounts of these subjective experiences 
and interpretations. This mode of analysis suggests a way to understand meaning or try to make 
sense out of textual data, which may be somewhat unclear. Knowledge is derived from the field 
through a semi-structured examination of the phenomenon being explored. Thus, there is no 
objective knowledge which is independent of thinking (178). 
Semi-structured interviews draw on aspects of descriptive research, which is a comprehensive 
summary of events in everyday terms. It attempts to understand phenomena through meanings that 
people assign to them (177). Although the inquiry may be value-bound, the researcher aims to 
identify a range of beliefs without introducing bias from their own worldview (172). 
3.8.5 Sample size 
The recommendation for sample size when investigating the phenomenology surrounding 
experience is six participants. However, Guest suggests that thematic saturation is more likely to 
occur with a sample of twelve (179,180). Therefore, an initial group of 24 (12 GPs and 12 
acupuncturists) were invited to participate in the semi-structured interviews. Due to the researcher 
not being confident that theme saturation had occurred, a further 3 participants were interviewed (2 
GPs and 1 acupuncturist) until the researcher was satisfied this had taken place. Determining 
saturation is complex, but is described as when no new information or themes are observed in the 
data. Saturation in this project was defined as when changes in the codebook no longer occurred.  
Maximum variation purposeful sampling was used to allow for the exploration of the common and 
unique manifestations of the target phenomenon, and demographically varied cases (181). 
Demographic norms were mirrored where possible in the sampling technique in regards to sex, age, 
ethnicity and type and location of practice. This type of sampling is non-random and was based on 
the researcher’s viewpoint that the participants selected would provide insightful and penetrating 
information regarding the research question. Participants initially self-selected by indicating a 
willingness to be interviewed during the survey phase of this project. Of those who indicated 
interest, a proportion were excluded due to there being overlaps in demographic requirements.  
3.8.6 Consenting participants 
The consent form (see Appendix E) was signed and returned to the researcher prior to the interview 
being conducted.  
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3.8.7 Data collection 
The semi-structured interviews were conducted either face-to face or using the online medium, 
Skype. The interviews were recorded onto the researcher’s computer. Written consent to record the 
interview was obtained and this was confirmed verbally prior to the commencement of the 
interviews. The interviews were transcribed verbatim by external professional transcribers, with a 
selection of the interviews being selected for transcription by the researcher to enable her to stay 
close to the data. 
3.8.8 Interview schedules 
The interview schedule (see Appendix F) was structured using a topic guide with open-ended 
questions based on the research aims. The schedules were a guide to the interview and provided 
flexibility, with participants given opportunities to discuss their experiences. While the wording 
evolved during the course of the interviews to focus on questions participants engaged with, the 
overall content was not changed. 
The interview questions covered three main areas: part one discussed current practice and provider 
profiles, part two discussed experiences when working with mental health patients, and personal 
views or experience of collaborative practice, and part three discussed ideas for future practice in 
relation to integrative care. Each section contained a primary leading question followed by secondary 
probe questions to expand the topic discussion and depth.  
The interview schedule was reviewed by the supervisory team and piloted with both an experienced 
GP (Professor Tony Dowell) and a practising acupuncturist (Dr Mike Armour PhD.). Minor changes 
were made following these pilot sessions. 
3.8.9 Demonstrating rigour through a process of thematic analysis; a rationale for 
codebook development 
Thematic analysis is a straightforward way of conducting hermeneutic content analysis, which forms 
part of a group of analyses that are designed for non-numerical data. It is a form of pattern 
recognition used in content analysis whereby themes (or codes) that emerge from the data become 
the categories for analysis. These types of qualitative analyses posit that reality consists of people’s 
subjective experiences or interpretations of the world. Therefore, there is no singular correct 
pathway to knowledge. This mode of analysis suggests a way to understand meaning or try to make 
sense out of textual data which may be somewhat unclear. Knowledge is derived from the field 
through a semi-structured examination of the phenomenon being explored. Thus there is no 
objective knowledge which is independent of thinking. These forms of analysis state that the material 
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as a whole is understood by studying the parts, but the parts cannot be understood except in relation 
to the whole. The process involves the identification of themes with relevance specific to the 
research focus, the research question, the research context and the theoretical framework. This 
approach allows data to be both described and interpreted for meaning (162,178).  
In qualitative research replication of thematic analysis methods can be challenging given that many 
articles omit a detailed overview of qualitative process; this makes it difficult for a novice researcher 
to effectively mirror analysis strategies and processes, and for experienced researchers to fully 
understand the rigour of the study. Although descriptions of code book development exists in the 
literature there continues to be significant debate about what constitutes reliability and rigor in 
relation to qualitative coding. In fact, the idea of demonstration of rigour and reliability is often 
overlooked or only briefly discussed creating difficulties for replication (162,182,183). 
Research aims to determine the relationship between knowledge and practice through the 
demonstration of rigour, validity and reliability. This combination helps determine the 
trustworthiness of a project. This is often determined through detailed explanations of methods 
allowing replication and thus the application of findings, but the ability to replicate is often not 
considered appropriate in qualitative research. However, general consensus states that all research 
should be open to critique, which includes the integrity of the assumptions and conclusions reached 
(184). That considered, a well described qualitative methodology utilising components of 
quantitative frameworks could potentially have the same effect.  
When research is aimed at informing clinical practice, determining trustworthiness is as an important 
step to ensure applicability and utility. It is suggested that validity, one component of trustworthiness 
in qualitative research, can be established by investigating three main aspects: content (sampling 
frame and instrument development description); criterion-related (comparison and testing of the 
instrument and analysis tools between researchers, e.g. inter-rater or inter-coder testing); and 
construct validity (appropriateness of data-led inferences to the research question using reflexive 
techniques). It would thus seem then that determining validity, or ‘trustworthiness’, can be best 
achieved by a detailed and reflexive account of procedures and methods, allowing the readers to see 
how the lines of inquiry have led to particular conclusions (184–186).  
While the development of a codebook is not considered a time efficient mode for analysis, 
undertaking independent inter rater comparisons of coding themes, then quantification of the 
replicability, and reliability of those themes enables a discussion and possibility of replication within 
qualitative methods. It also allows reliability testing to be more easily applied. The challenge of code 
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book creation and utilisation formed a significant component of this thesis, from which a peer review 
publication on the approach to rigour was accepted during the enrolment period (182,187).  
This project’s qualitative thematic analysis utilised the dualistic technique of inductive and deductive 
thematic analysis informed by the work of Fereday and Muir-Cochrane, and included the 
development and description of an analytical codebook (See Figure 4 for the process followed in the 
coding process). The deductive component involved the creation of a preliminary codebook to help 
guide the analysis. This was based on the research question being asked, the initial analysis of the 
literature, the quantitative survey undertaken as part of the project and a preliminary scan of the 
raw interview data. Additionally, the inductive approach followed the creation of the codebook. This 
allowed for any unexpected themes to develop during the coding process (188–190).  
Deductive approaches are based on the assumption that there are ‘laws’ or principles that can be 
applied to the phenomenon. Insight was thus derived from the application of the deductive model to 
the set of information and searching for consistencies and anomalies. Conversely, inductive 
approaches searched for patterns from the ‘facts’ or raw data (190). This allowed for any unexpected 
themes with the potential to provide further useful analysis of the data to develop during the coding 
process. Combining these approaches allowed the development of patterns from the unknown parts 
that might fall outside the predictive codes of deductive reasoning and allowed for a more complete 
analysis. 
This combined inductive/deductive approach fits well with both a mixed methods style of 
methodology and an underpinning pragmatic epistemology, whereby the methods are chosen by the 
researcher to be best able to answer the research questions. A critical realism ontological approach 
also meant that while the deductive approach provided an initial sound grounding, the creator of the 
codebook needed to include an inductive process to allow the reality of others to be clearly 
represented in the data analysis. 
3.8.10  Rationale of choice of methods 
Semi-structured interviews, utilised in this research, draw on aspects of descriptive research which 
allow a comprehensive summary of events in everyday terms, and allow for in-depth exploration of a 
specific phenomenon. The aim is to understand phenomena through meanings that people assign to 
them (177). Through the ability to investigate this descriptive data, new perspectives, concepts and 
themes may be uncovered. During analysis researchers stay close to the data and there is no ability 
to prove causal effects. Although the inquiry may be value-bound, the researcher aims through the 
adoption of their ontological and epistemological lens to identify a range of beliefs without 
introducing bias from their own world view.  
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These descriptive techniques explored the range of attitudes, perceptions, beliefs and behaviours 
from the sample and ensured subsequent discussions and proposed interventions were applicable 
and appropriate to both GPs and acupuncturists. The qualitative data obtained from the semi-
structured interviews refined and explained the numerical and statistical findings from earlier 
components of the study through a more in-depth exploration. 
3.8.11 Developing the codebook and stages of data coding and testing 
The development, use and testing of codebooks is not often reported in qualitative research reports, 
and rarely in enough detail for replication of the process. The decision to use and test a codebook 
was important in the demonstration of rigour in this project, as it allowed a clear trail of evidence for 
the validity of the study, and also allowed for ease of inter-rater reliability testing of the data. The 
combination of the inductive/deductive approach described earlier to codebook development, 
meant that the codebook, in this instance, was deduced a priori from the initial search of the 
literature, in combination with the quantitative survey and the initial read of the raw interview data. 
The preliminary codebook underwent many iterations through the inductive process before the final 
version was agreed upon by the researchers and supervisors.  
The utilisation of a codebook allowed for a more refined, focussed and efficient analysis of the raw 
data in subsequent reads (188). The testing of reliability of codes was complex in the context of 
qualitative research as it could be seen as borrowing a concept from quantitative research and 
applying it to qualitative research. Yet when adopting the critical realist lens, it is acknowledged that 
interpretation would be difficult to infer to a wider group without establishing some line of reliability 
between testers. As this project was aimed directly at the practical utility of its findings, the testing 
approach was appropriate.  
The creation and utilisation of the codebook was a considered process involving the following 
summarised steps (this is further explained in Figure 4): 
1. Review of the literature surrounding the research questions 
2. Development of a framework of prior research driven potential codes relating to the 
research question 
3. Initial reading of early material (the first few transcripts) to gain a first impression of what 
the major common ideas appeared to be 
4. Construction of an analytic framework into which the data was placed but which enabled 
modification 
5. Testing of these assumptions (early codes) on a sub group of raw data (data driven code 
development) 
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6. Combining the research and data driven codes into an initial analytical framework (early 
codebook) 
7. Testing code reliability through inter-rater testing of a sub-group 
8. Revision of code based on inter-rater testing 
9. Second modification of the analytical framework (codebook) 
10. Application of codebook to a larger group of raw data 
11. Modification and addition to the analytical framework continued with further data and 
interviews 
12. Inter-rater contribution and various check points to avoid researcher fatigue and 
inference/projection. 
13. Data saturation achieved when no new themes or codes emerging and the analytical 
framework stayed static.  




Figure 4 Stages of code book creation 
 
Codes were written following the guidelines of Boyatzis (190) and were classified using a label, a 
definition, a description, qualifications or exclusions and examples from the raw data. An example of 







•Summarisation and identification of initial themes 
Initial code 
development 
•Application of initial codes to raw qualitative data - inductive component 
•Development of further codes from the raw data - deductive component 
•Intercoder review and code testing  
•Code/theme saturation achieved 
Codebook 
development 
•Codes labelled, described, defined, qualifications and exclusions identified, examples from the raw text 
confirmed 
•Intercoder testing and training (inter-rater reliability and test-retest) 
Codebook 
application 
•Application of coding template (template analytic technique) to small subset of data 
•Codebook review 
•Intercoder testing (inter-rater reliability and test-retest) 
•Application of codebook to entire dataset utilising technology 
•Confirmation of coding categories complete 
Interpretation 
•Conclusions and recomendations 
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Table 1 Example of a code definition 









isolated. Fear of 
experiencing 
hurt, pain or 
embarrassment 
due to others 
actions or 
words 
Perceptions of each 
other based on beliefs 
or self-held doubts, 
unfounded opinions, 
rushing to an opinion 
without reason.  
Can be fear of 
patient or 
practitioner being 
ridiculed  - with or 
without basis 
It’s like some shame 
based thing.  The 
fear… they fear 
rejection from the 
practitioner….  I’ve 
had plenty of clients 
who have not told 
their GP you know, as 
if they’re having this 
side relationship with 







a group of 
people. 
Mention of power 
imbalance, being 
treated/acting 
differently, not feeling 







But I don’t tend to do 
that with GPs, isn’t 
that interesting?  I 
hadn’t actually 
thought about that.  
But I kind of feel like I 
know the physios 
better.  We seem to 




Summarizing the data and identifying initial themes 
Following the literature review and suggestion of themes for inclusion in the early codebook a priori, 
the first read of the raw data was undertaken. The first read of the data involved highlighting text or 
‘codable’ units that the researcher thought may become a ‘codable’ moment. Comments were 
inserted into the margins with initial thoughts and ideas. 
This was then done again using the literature-informed codes as a guide to determine whether units 
that are more codable fitted within the early codebook or whether further codes needed to be added 
to the analytical framework. 
Examples of each theme, subtheme and code continued to be reviewed and moved until agreement 
between the coders (KR, TD and JBN) as to what determined sufficient demonstration of a true 
representation of a theme became evident; this involved reading and rereading the transcripts 
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multiple times. Recurring themes were identified, but not necessarily given credence over standout 
single comments that really embodied a theme.   
Applying a template of codes and additional coding 
Once the codebook was in a draft form it was applied to a larger data set. This was repeated in an 
iterative way using the early codebook as a guide to determine whether most codable units fitted 
within the code guide or whether further codes needed to be added to the analytical framework. 
This was done following the template analytic technique whereby the codes of the codebook are 
applied to the text to identify meaningful excerpts. Once this was done multiple times, with no new 
codes emerging, the codebook was assumed as a valid representation of the data.  
Utilising technology : connecting the codes and identifying themes 
At this stage the raw data was then transferred into the Nvivo software program (191) to allow for a 
systematic coding approach with the identified codes being added as nodes, and the coded text 
being matched to the nodes in a systematic way. This allowed for sorting, clustering and comparison 
of codes between and within subgroups. Data from GPs and acupuncturists was initially analysed 
separately and then later combined and compared (Chapters 5-7). 
Corroborating and legitimating coded themes 
Once the data was completely categorised in Nvivo using the codebook structure, analysis could take 
place. Approaches to this were chunking and displaying (188). Chunking refers to examining chunks 
of text that are interrelated and are used for analysis in relation to the research questions and 
hypotheses. Displaying data is another way for discovering connections using maps and matrices to 
contextualise relationships between categories and concepts. Both these approaches allowed for 
legitimising analysis and assist in the process of interpretation.   
Testing the reliability of the code 
Both codes were checked for reliability using this formula suggested by Miles and Huberman (192): 
Reliability = number of agreements/number of agreements + disagreements 
This calculation is a much cruder tool than Cohen’s kappa, but gives a simple measure of agreement 
as a percentage value and is able to be applied to small data sets with a high number of variables. As 
a rule of thumb, the minimum percentage to demonstrate adequate levels of agreement is 75% 
(193). Less than this indicates an inadequate level of agreement.   
Inter-rater reliability was tested initially using nominal comparisons of absence or presence of a set 
of themes and frequency of observation of a single theme (see Table 2). This detailed approach to 
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testing of agreement between coders is not always carried out and/or reported, but it is suggested 
here as a necessary step. This continued to be tested, with disagreements being recorded, but 
minimal changes to the codebook were made at this stage unless it was deemed absolutely 
necessary, as the codebook was now deemed to be in its final version. This was in keeping with the 
critical realism philosophy that states that various realities are possible, and that the research 
obtained accounts of these subjective experiences and interpretations, and the pragmatic approach 
which states that there is no one correct way to code a data set. When all coders were in agreement, 
these sections of data were determined to be key representations of the code. Where more than 
one, but not a unanimous agreement was made, this section of data would be discussed between 
coders. When only one coder applied a section of data to a specific code, this was assumed not to be 
a clear representation of the code. 
Examples of how reliability testing was undertaken can be found in Tables 2 and 3. Once inter-rater 
testing had been analysed the coding of the data set was seen as complete and key themes and 
codes were identified and formed the basis for the discussion in relation to the research questions 
posed. While absolute agreement was not reached, discussion of coding differences continued to 
inform the codebook development until all coders agreed that the findings were reflective of the 
data. Of interest here, is that even with this detailed and reflexive process undertaken, the final 
inter-rater calculations still fell below adequate rates of agreement. However, this clear transparency 
of the process informed the interpretations and from this, conclusions and recommendations were 
drawn in relation to the research.  
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Table 2 Example of table used for absence/presence reliability  
Notes for coders - This is a reliability test for coding. Within these single interviews, please record whether the 
following codes/nodes are absent or present in the interview. 
The role of 
research. 
Mention of how research might inform decisions. Does research impact 
on relationships with each other? Purpose of research in practice. 
Demonstrating 
competency  
Discussion of what would display competence and what would enable 





Discussion of differing styles of acupuncture training and/or practice. 
Mention of either specifics of the western or eastern framework. 
Subtheme/code Coder 1 KR Coder 2 TD Coder 3 JBN 
 Absent Present Absent Present Absent Present 
The role of 
research 






















p. 6 lines 
287-294  




Table 3 Example of table used for inter-rater reliability  
Notes for coders - This is a reliability test for coding to assist with the demonstration of rigour within the data 
analysis. Within these two interviews, please record the number of times you would code text at ‘the role of 
research’ node. This relates to the category of defining current practice/research versus relationships/the role of 
research. Coding guide - Mention of how research might inform decisions. Does research impact on 
relationships with each other? Purpose of research in practice. 















































Reliability = 23/23+10  = .7 – Inadequate agreement reached 
 
3.8.12 Limitations of this method : projection and sampling 
A key limitation of codebook development is the extensive time required to establish the codebook 
itself and to train coders in the use of the codebook. Utilisation of a codebook often requires many 
revisions and iterations during the code development process before coder agreement can be 
reached. Even then, and as demonstrated by this project, full inter-coder reliability is unlikely to be 
achieved. Additionally, application of statistical testing, such as kappa coefficients, would require 
large volumes of data, and analysis is unlikely to be undertaken within most qualitative projects. As 
was the case with this project, as the code number increases the percentage of agreement decreases 
during calculation. It is therefore unclear whether this form of analysis would reach a different end 
point to that of other forms of content analysis. To effectively establish this, a comparison of analysis 
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of the same data using different techniques is recommended for future research projects. However, 
clear guidelines of qualitative methodological processes will strengthen interpretability and 
applicability of findings.  
There are also considerable limitations to the utilisation of the percentage agreement calculation of 
coders. Frequently, one category or code is clearer than others. Thus there is likely to be 
considerable agreement between the three coders about data in this category. Another problem is 
that the procedure does not take into account the fact that they are expected to agree solely by 
chance. A correction for this problem is to use a Kappa statistic to measure the agreement between 
coders. However, as previously mentioned, the more variables and the larger the data set, the more 
problematic this calculation becomes. 
Projection is another limitation of this approach and may present in the development of codes. The 
stronger a researcher’s ideology the more tempted they will be to project. Projection can be reduced 
through the development of an explicit code and enabling consistency of judgement through inter-
rater reliability. It is also necessary to remain close to the raw information during the development of 
codes (190). However, due to the likelihood of different ideologies of coders, it is likely that this will 
have an impact of the ability to achieve adequate reliability. 
Another limitation in thematic analysis can be the limited scope provided through the use of 
convenience sampling. However, the explorations of differing perspectives can balance this limitation 
and indeed sampling is not often discussed as a limitation in many types of qualitative research. In 
this study the random sample accessed for the quantitative survey did not yield enough voluntary 
participants for the in-depth interviews, hence the sampling framework was modified to purposive 
convenience sampling. Demographic data was collected to allow for comparison to the larger sample 
of survey participants, and also to the census and workforce survey data carried out nationwide 
(194,195). These demographic comparisons need to be explicitly transparent, and while not deemed 
as always necessary for qualitative researchers, can provide context for discussion. In this type of 
study, the sampling will need to always be a convenience sample. This is because a true random 
sample is unlikely to be feasible as it is necessary for the interviewee to be willing to participate and 
this usually involves an interest in the subject or in research itself. In this study the point of purposive 




3.9 Phase three: Development and piloting of communication and 
collaboration toolkit 
3.9.1 Aim 
The third phase of this study was informed by the previous quantitative and qualitative components, 
and aimed to enhance the practical significance of the overall thesis. The culmination of the findings 
that specifically related to the research question ‘How can communication be improved between GPs 
and acupuncturists?’ informed the development of data driven communication toolkit items. 
This phase of the study utilised aspects of implementation research. It involved the development and 
piloting of communication and collaboration tools. This phase also measured perceptions of change 
implementation and piloting of specific tools through a reflective quantitative survey approach which 
allowed for recommendations for future research. 
3.9.2 Study design 
Toolkit development and piloting utilising aspects of implementation research. The process is 
illustrated in Figure 5 below.  
 
Figure 5 Tool kit piloting process 
 
3.9.3 Definition and rationale of implementation research and toolkit 
development and piloting 
Implementation research can be defined as “the scientific inquiry into questions concerning 
implementation—the act of carrying an intention into effect, which in health research can be 
policies, programmes, or individual practices (collectively called interventions)” (196, p.731). 









Implementation research links research to practice and addresses the application of research into 
real world settings. Implementation research can involve many aspects of implementation including 
the process, the results, the ‘how to’ and the promotion of possible solutions which can involve 
aspects of piloting. It seeks to identify how interventions or change will work in ‘real world’ 
scenarios, and how to test and improve them so that models of change become sustainable. 
Implementation research has the characteristics of being context specific, relevant and with methods 
that are fit for purpose, multidisciplinary, real world and real time, with a focus on process and 
outcome (197,198).  
The third phase of this research took the information from the previous two phases (quantitative 
survey and qualitative interviews) to try to form firstly, an understanding of the issues in ‘real world’ 
clinical scenarios, in this instance the identification of the barriers to communication and 
collaboration. Then, secondly, the identification of facilitators with the remit to work with these 
populations to influence change.  
Implementation research is concerned with not purely the production of knowledge, but how this 
knowledge will affect the users of the research (196). One important design feature of 
implementation research is that the end users have been involved in the identification and design of 
the end research result and not just targets for dissemination. In the case of this research, 
participants from both provider groups directly influenced the development of the toolkit, and were 
involved in the immediate piloting and feedback of the suggested interventions.  
Outcome variables used to measure success in implementation research need to address 
acceptability, appropriateness, feasibility and sustainability (199). This research used a post-piloting 
questionnaire to assess these factors in relation to the research product (the toolkit). Mixed methods 
research is well suited to incorporate aspects of implementation research, due to the ability to use 
multiple methods and different sources of information to understand an implementation problem.  
Implementation approaches sit well within a pragmatic philosophical framework as it places the 
research question as the initial point of inquiry, which then dictates the methods and assumptions to 
be used (196).  
This project’s research output was a ‘toolkit’ which become the object of investigation for the initial 
pilot implementation phase of the project. A toolkit is a collection of related information, resources 
or tools that can guide users to develop a plan or organise efforts to follow the recommendations of 
the evidence, or to meet specific practice guidelines. Toolkits focus on bridging research to practice, 
and provide action-oriented guidance for practitioners to apply research to their work. While there is 
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no single definition of a toolkit, it is generally agreed to be a packaging of multiple resources that 
codify explicit knowledge geared to sharing knowledge, educating, and/or facilitating behaviour 
change (200,201).  
Toolkits have been discussed in health policy literature for many years, and are increasingly 
becoming popular as a knowledge translation strategy (201,202). Toolkits aim to build awareness and 
inform and change healthcare provider behaviour, and are aimed at diverse audiences and tend to 
be targeted specifically for purpose. However, the overall aim is to improve health and change 
practice.  
Unfortunately many toolkits do not specify the evidence from which they are drawn or provide any 
basis to evaluate their effectiveness. Therefore, in order for a toolkit to effectively inform healthcare 
and/or practice change the content requires comprehensive descriptions and needs to demonstrate 
links to the data which informed the content. There should also be evidence of its evaluation in 
terms of effectiveness (201,202).  
The toolkit described in Chapter 8 was derived directly from research findings and, therefore, is 
designed to be based on the evidence provided by the research findings. It was also influenced by 
current primary care developments such as the New Zealand specific clinical pathways. The tools are 
divided into GP and acupuncturist-focussed tools due to the difference in clinical and employment 
scenarios the two groups are likely to encounter.  
The toolkit weaves together the many themes and strands found in the research relating to the 
barriers and facilitators for effective communication and collaboration between GPs and 
acupuncturists. What needs to be highlighted here is that this toolkit was not the only solution to the 
identified communication barriers between the two provider groups. Instead it sought to 
demonstrate that through the analysis of data, items and interventions with immediate clinical utility 
can be introduced into practice.   
The purpose of implementation research, in this thesis, was to demonstrate increased coordination 
and to persuade individuals to adopt practice change via interpersonal channels. It did this through 
the creation and piloting aspects of a communications and collaboration toolkit. A further purpose 
was to persuade individuals to adopt practice change by reinforcing the belief that the change in 
practice behaviour will lead to desirable results (203).  
3.9.4 Toolkit implementation strategies  
The toolkit initial piloting implementation strategy included individual piloting and reporting by the 
researcher, and then raising awareness of the toolkit items through an online webinar and 
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information sharing sessions. The online webinar was conducted towards the end of the research 
project and was carried out online to allow participants from a wide spread of localities to 
participate. It also allowed a recording of the session, which participants or interested parties could 
watch at a later date if they were unable to attend the live session. The live session was carried out 
via Zoom online webinar meeting rooms, which enabled a chat function for questions to be asked 
directly to the presenter during the presentation.  
The webinar was promoted via direct contact with the participants, and also via the professional 
bodies of both participant groups.  
The face-to-face information sharing session was held as a continuing professional development 
(CPD) lunchtime meeting at a local GP surgery. This was coordinated in conjunction with the practice 
manager to ensure maximum attendance and exposure for the session. All GPs, nurses and other 
staff employed at the practice were invited to attend. 
Both the online and face-to-face sessions were designed to highlight the problems or barriers that 
currently exist, to identify the need for change, and also to provide support to achieve this change 
through offering the tools that had been developed and/or tested during the course of the research. 
The sessions provided an overview of the project and its main findings, followed by a description of 
the tool development. There was an emphasis on items that were ready for piloting, and an overview 
was provided of those items still in development. To increase their potential effectiveness, the 
sessions encouraged group discussion about where and when the tools would be relevant. 
3.9.5 Acceptability and utility: webinar and information-sharing session evaluation 
The acceptability of the tools was evaluated by a brief online questionnaire administered in the week 
following the piloting information sessions. The questionnaire specifically investigated 
implementation outcome variables as suggested by Peters et al (196) including the following: 
acceptability, adoption, appropriateness, feasibility, fidelity, implementation cost, coverage and 
sustainability. 
The questionnaire contained a mixture of closed and open questions (free text) which provided both 
qualitative and quantitative data. The questionnaire focussed on practitioner acceptability with the 
use of communication tools prior to, and after the workshop, and discussion on any changes pre and 
post. The free text informed future recommendations for research or tool development. The 
recommendations for future research and tool development inform the discussions included in 
Chapter 8 and 9. 
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3.10 Data collection, synthesis and integration  
The data collection and integration for this study are outlined in Table 4 below. 
Table 4 Data collection and synthesis 
Phase Procedure Product 
Quantitative data collection Cross sectional survey. Sent 
as both a print and online 
option. (N=650) 
Numerical data  
 
Quantitative data analysis Questionpro analysis tool Descriptive statistics 
Interview protocol 
development 
 Cases (N=27)  
13 acupuncturists 
14 GPs 




Qualitative data analysis Thematic analysis Codes and themes 
Similar and different 
themes and categories 
Cross-thematic matrix 




Integration of findings 
informing the toolkit  
Development of pilot of 
implementation toolkit 
 Needs assessment based on 
research integration 
Testing and administration Toolkit training, piloting 
programme and follow up 
Sub-group of participants 




Chapter 4: Quantitative findings  
4.1 Introduction 
This chapter presents the findings of a survey of New Zealand based GPs and acupuncturists. The aim 
of this survey was to explore the attitudes, opportunities and barriers impacting on current and 
future models of integrative care. The research utilised a case study of mental health to add depth 
and context to the discussion around collaboration and communication between the two groups. The 
overall research questions which informed all phases of the research were: 
1. What is the current communication and collaboration between GPs and acupuncturists? 
2. What are the barriers to communication between GPs and acupuncturists? 
3. How can communication be improved between GPs and acupuncturists? 
4. Does communication and collaboration differ in the landscape of mental health? And if so 
why? 
As part of the multiphase mixed methods approach used for this study, a survey was conducted using 
both online and print mediums. This chapter presents the findings of the survey and discusses the 
integration of these findings. A further discussion of these findings in relation to the rest of the thesis 
is presented in Chapter 7. 
4.2 Survey of acupuncturists and GPs in New Zealand 
This survey contributed descriptive statistics about communication and collaboration between 
acupuncturists and GPs. The survey was based on the four specific research questions stated above, 
and included: current practice, current experience of communication and collaboration, current 
experience of working in mental health, and identification of opportunities and/or barriers for future 
collaboration and/or communication. Qualitative comments made by participants as part of the 
open-ended questions provided further information about these topics. Differences for specific 
responses between the two groups were analysed using bivariate analysis to explore associations 
between professional groups and influence on survey responses. 
4.3 Survey findings 
4.3.1 Response rate 
According to workforce data from New Zealand, there are approximately 3200 GPs and 500 
acupuncturists nationwide (194). Previous surveys of these participant groups have yielded variable 
response rates ranging from 11% (176) to 60% (13). Due to the estimated poor response rate, the 
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researcher initially focussed on a strategy of random selection of participants with incentivized 
responses, which was predicted to yield findings that are more generalisable.  
For this survey a random selection of 400 GPs and 250 acupuncturists were sent the printed survey, 
with instructions for completing the online survey if this was preferred. To ensure no bias occurred, 
the providers of the databases did the randomisation externally.  
Of the 650 surveys sent, 13 were returned to sender unopened. 154 surveys were completed which 
equated to a total adjusted response rate of 24%. Of those completed, 63 were from GPs (16% 
response) and 91 were from acupuncturists (37% response).  
The GPs completed the majority of their surveys using the print format (56, 89%) with only seven 
choosing the online medium (11%). The majority of acupuncturists also returned their surveys using 
the print surveys (70, 77%) with 21 choosing to complete the survey online (23%). 
Due to a low response rate from the initial random GP sample, a further convenience sample was 
sought. This involved targeted emailing to GP practices that stated an affiliation with acupuncture on 
their website, and GPs registered as medical acupuncturists. Additionally, individual PHOs were 
contacted with information about the survey to send to their members, and three PHOs agreed to 
include information in their Enewsletters. The New Zealand Medical Association included a notice in 
their Enewsletter, ‘Vital Signs’. This convenience sample garnered a further 14 GP responses. When 
the two GP samples were pooled, 77 GP responses were included in the dataset (63 + 14, 76 
responses). This is less than 3% of all New Zealand registered GPs. This is in contrast to the 
acupuncture sample which yielded 91 responses from the random sample alone which is close to 
18% of the total provider population. However, neither of these response rates allowed for a 
confidence level of 95% (with confidence interval of 5%) and therefore must be interpreted with 
caution.  
4.3.2 Demographic characteristics 
Of the 168 participants who responded to the survey, 92 were female (55%), with 61 aged 51-60 
(36%) and 103 identifying as being New Zealand European (61%). There was a larger percentage 
overall of female acupuncturists (55, 60%) compared to GPs (37, 49%) and there were more older 
GPs, with the largest group of GPs being between 51-60 (32, 42%).The age range of acupuncturists 
was more evenly distributed, but still with the largest group between 40-60 (41-50 & 51-60 both: 29, 
32%). There was a larger proportion of acupuncturists identifying as being Asian (38, 42%) than GPs 
(4, 5%). 
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Locality of responses in terms of DHB area was recorded to allow any geographic sub-group 
differences to be isolated. Auckland DHB hosted the largest number of respondents (38, 23%) with a 
large number of these being acupuncturists (32, 35%). The majority of GP respondents had been in 
practice for more than 20 years (47, 62%), whereas the largest percentage of acupuncturists had 
been in practice between 6-10 years (26, 29%). Most respondents had completed their vocational 
training in New Zealand (109, 65%) and practised in city practices (83, 48%). 
Details of the baseline demographic information for the total 168 participants who completed the 
survey are presented in Table 5.  
Table 5 Demographic characteristics for participants responding to the survey (n=168) 
















General Practitioner 0 0 77 100 77 45 
 Acupuncturist 91 100 0 0 91 55 
Sex Male 33 36 35 46 68 40 
 Female 55 60 37 49 92 55 
 Did not complete 3 4 5 6 8 6 
Age <30 4 4 3 4 7 4 
 30-41 18 18 6 8 24 14 
 41-50 29 32 19 25 48 29 
 51-60 29 32 32 42 61 36 
 >61 8 9 13 17 21 13 
 Did not complete 3 5 4 5 7 4 
Ethnic Group NZ European 47 52 56 74 103 61 
 Māori 3 3 3 4 6 4 
 Pacific 0 0 0 0 0 0 
 Asian 38 42 4 5 42 25 
 MELAA 1 1 0 0 1 <1 
 Other 0 0 12 16 12 7 
 Did not complete 2 2 2 3 4 2 
DHB Northland 3 3 2 3 5 3 
 Waitemata 2 2 8 11 10 6 
 Auckland 32 35 6 8 38 23 
 Counties Manukau 2 2 4 5 6 4 
 Waikato 4 4 3 4 7 4 
 Bay or Plenty 4 4 4 5 8 5 
 Taranaki 1 1 2 3 3 2 
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 Tairawhiti 1 1 1 1 2 1 
 Lakes 0 0 0 0 0 0 
 Hawkes Bay 5 5 2 3 7 4 
 Mid Central 2 2 1 1 3 2 
 Whanganui 1 1 1 1 2 1 
 Wairarapa 0 0 1 1 1 1 
 Hutt 2 2 2 3 4 2 
 Capital & Coast 10 11 8 11 18 11 
 Nelson/Marlborough 5 5 4 5 9 5 
 West Coast 0 0 0 0 0 0 
 Canterbury 11 12 12 16 23 14 
 South Canterbury 1 1 1 1 2 1 
 Otago/Southland 2 2 11 14 13 8 
 Unsure/other 0 0 0 0 0 0 
 Did not complete 3 3 4 5 7 4 
Years in 
practice 
<5 20 22 7 9 27 16 
  6-10 26 29 5 7 31 18 
  11-15 18 20 7 9 25 15 
  16-20 8 9 8 11 16 10 
  >20 18 20 47 62 65 39 
 Did not complete 1 1 3 4 4 2 
Vocational 
training 
New Zealand 52 57 57 75 109 65 
 Australia 8 9 1 1 9 5 
 Asia incl. China 21 23 1 1 22 13 
 Europe 7 8 9 12 16 10 
 USA and Canada 2 2 3 4 5 3 
 Other 1 1 4 5 5 3 
 Did not complete 0 0 2 3 2 1 
Type of 
practice* 
City 57 59 26 34 83 48 
 Suburban 28 29 34 45 62 36 
 Rural/small town 10 10 13 17 23 13 
 Other 1 1 3 4 4 2 
 Did not complete 0 0 1 1 1 <1 
 More than one 
response 
5 - 0 - - - 
*NB may have more than one response 
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4.3.3 Practice characteristics 
Both acupuncturists and GPs were asked about the size of their practice, and what other professions 
worked in the same physical practice. Due to the different nature of the GP and acupuncture 
practices this question was phrased slightly differently between participant surveys. Participants 
were able to select as many responses as applied, and the responses were pooled.  
The largest group of acupuncturists worked alone (40, 38%) with a proportion working with other 
complementary providers (35, 34%). A smaller number worked with medical and complementary 
providers (15, 14%).  
For the purpose of clarity, when acupuncturists were asked to specify multidisciplinary practices, 
allied and CAM were separated into two different groups, even though many CAM providers would 
consider themselves within the allied definition.  
The majority of GPs worked in group practices (55, 89%), and worked alongside allied health 
professionals such as podiatrists, physiotherapists, nutritionists and counsellors (35, 45%). A small 
number of GPs worked alongside CAM providers such as massage therapists, acupuncturists or 
chiropractors (4, 5%).  
GPs were given the option of adding free text to specify what allied or CAM therapy they worked 
alongside. Seven different allied professions were stated as sharing clinics with GPs: physiotherapists 
(6), podiatrists (4), dieticians (3), counsellors (3), psychiatrist (2), ultra-sonographer (1) and a mental 
health clinic (1). Five CAM professions were reported to share clinics with GPs: massage therapist (2), 
a physiotherapist (1) a ‘physiotherapist that does acupuncture’ (1) (listed as CAM by these two 
respondents), an osteopath (1) and an acupuncturist (1). The details of practice characteristics are 
outlined in Tables 6 and 7.  
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Table 6 Acupuncture practice characteristics. 
What type of practice do you work in? If you work in more than one practice, tick 







I work alone 40 38% 
I work with other acupuncturists only 11 11% 
I work with a variety of complementary providers 35 34% 
I work with a variety of different disciplines both medical and complementary 
therapy based 
15 14% 
Other 3 3% 
Total 104 100% 
 
Table 7 GP practice characteristics 
Are you in a single-handed GP practice or a group GP 
practice? 
Number of responses 
(n=77) 
% of total 
Group 68 88% 
Single handed 7 9% 
Did not respond 2 3% 
Total 77 100% 
 
What type of practice do you work in? If you work in 
more than one practice, tick as many as apply. 
Number of responses 
(n=77) 
% of total 
General practitioners only 3 4% 
General practitioners and practice nurses 29 38% 
The above plus allied health professionals 35 45% 
The above and CAM providers 4 5% 
Did not respond 6 8% 
Total 77 100% 
 
4.3.4 Clinical specialties or interests 
Both GPs and acupuncturists were asked if they had any clinical specialties or interests. This question 
had a free text response only. This question was asked in order to compare clinical areas between 
the two professions, and to analyse what specialties may have been more likely to respond to the 
survey. This question was also put in place to address the potential bias of the GP sample as being 
potentially sympathetic to CAM in general. Eight percent of GPs indicated a clinical interest in 
integrative and alternative therapies, which was not seen as a large enough proportion to clearly 
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indicate a clinical bias. The top two clinical specialties were the same for both groups: 
obstetrics/gynaecology/women’s health and musculoskeletal health/pain management. Details of 
listed specialties are outlined in Table 8. 

































Do you have any clinical 
specialties or interests? 
Yes 36 47% 60 66% 
  No 41 53% 31 34% 
  Total 77 100% 91 100% 
  
Specialties 
    
Addiction 1 2% 2 2% 
Circulatory disorders 0 0% 2 2% 
Dermatological disorders 2 4% 0 0% 
Education 2 4% 0 0% 
Emotional and psychological disorders 5 10% 14 13% 
Endocrine disorders  0 0% 2 2% 
Eye, ear, nose, throat disorders 0 0% 3 3% 
Gastrointestinal disorders 0 0% 6 6% 
Gynaecological / obstetrics/women’s health 8 15% 27 26% 
Immigrant and refugee health 1 2% 0 0% 
Immune disorders 0 0% 3 3% 
Integrative/alternative medicines  4 8% 12 11% 
Minor surgery 1 2% 0 0% 
Musculoskeletal/sports/pain management 8 15% 22 21% 
Nutritional and environmental medicine 3 6% 1 1% 
Oncology 0 0% 1 1% 
Paediatric disorders 4 8% 4 4% 
Palliative/geriatric care 4 8% 2 2% 
Prison medicine 1 2% 0 0% 
Respiratory disorders 1 2% 1 1% 
Rural medicine 2 4% 0 0% 
Travel medicine 3 6% 0 0% 
Other 2 4% 3 3% 
Total responses 52 100% 105 100% 
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4.4 Current experience of working with acupuncturists or GPs 
4.4.1 Current contact 
Both groups were asked what form of contact they had had previously or currently had with each 
other. The purpose of this section of the survey was to determine a baseline starting point to inform 
future communication and to aid in the development of the in depth interview questions. 
Participants were able to select as many options as applied. The most common response from GPs 
was ‘face-to-face meetings’ with acupuncturists (32, 19%) however, the next biggest response was 
‘no contact at all’ (25, 15%). A small number stated that they communicated about shared patients 
(21, 13%). 
The most frequent response from acupuncturists was ‘no contact at all’ with GPs (35, 21%). Some 
stated they had dropped information about their practice to GP practices (28, 17%) and some stated 
they communicated about shared patients (28, 17%). Responses to this question are illustrated in 
Figure 6. 
A free text option was available if other forms of contact had been experienced. Three GPs stated 
they had received training in acupuncture but were not currently practising, and one GP stated 
“patients have told me of their experiences”. One GP had visited an acupuncturist during their GP 
training, one stated that they were ‘friends’ with an acupuncturist and another GP stated ‘word of 
mouth from friend’. Another GP stated that an acupuncturist worked within their practice and that 
they had ‘chatted a few times’.  
The free text option was also included for acupuncturists who wished to state other forms of contact. 
Three acupuncturists had seen GPs as clients, two acupuncturists worked within GP practices, and 
two had received phone calls from GPs about mutual clients. Two acupuncturists had had social 
contact with GPs, one stated through the ‘school of my children’. Another acupuncturist stated that 
they were ‘known in the community’ or were known via ‘word of mouth’. One acupuncturist stated 
‘they have seen (the GPs) results from clients and they have referred based on successful outcome’.  
GPs were also asked if they had ever received or practised acupuncture. Half of those that responded 
to this question had received acupuncture (41, 50%) and a smaller number practised acupuncture 
themselves (19, 24%) 
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Figure 6 Current contact between provider groups 
 
4.4.2 Referrals to acupuncture from GPs 
GPs were asked whether they currently referred to acupuncture, or if they would consider referring 
to acupuncture. GP respondents said that they already do refer (61, 75%) and a proportion said that 
they would consider referring to acupuncture (69, 85%). The majority of acupuncturists also said they 
currently receive referrals (55, 59%). The survey also inquired as to how the referrals were received, 
formally or informally. Formal referrals were also divided into direct (written referral to a specific 
acupuncturist), or indirect (written referral to acupuncture in general). Informal referrals were 
considered when no written referral document had been created, but the doctor had advised the 
patient to try acupuncture or supported/endorsed the patient’s choice of acupuncture.  
The majority of GPs stated that referral to acupuncture would be informal (50, 66%). Some stated 
that they would refer to a specific acupuncturist and this would be formal (12, 16%) and fewer still 
utilised formal but indirect methods of referral (6, 8%). 
GPs were asked to specify what conditions they had referred to acupuncture or would consider 
referring for; all forms of referrals were taken into account. The main condition that GPs referred for 
was the management of musculoskeletal conditions. Most had already referred (61, 79%) and a 
similar amount would consider referring (60, 78%). The next most commonly referred conditions 
were emotional and psychological disorders (have referred 11, 14%, would refer 21, 27%), addiction 
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(have referred 10, 13%, would refer 24, 31%) and gynaecological / obstetrics (have referred 10, 13%, 
would refer 16, 21%). Figure 7 presents the findings of the participant’s response to the question 
regarding referral to acupuncture for particular conditions. 
 
Figure 7 Rates of referral to acupuncture from GP 
Acupuncturists were asked which conditions they had received referrals for and how these referrals 
were received. The largest proportion of referrals received was for the treatment of musculoskeletal 
complaints (32, 35%) and a proportion of these referrals were received informally (111, 30%). The 
details of referral rates and types are outlined in Table 9. 
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Table 9 Rates and types of referrals as reported by acupuncturists 
What conditions 
have your received 
referrals for and in 















































































Addiction 6 7 4 4 4 4 6 7 3 3 
Circulatory 
Disorders 
8 9 4 4 2 2 6 7 5 5 
Dermatological 
Disorders 




14 15 3 3 15 16 8 9 14 15 
Endocrine disorders  15 16 2 2 7 8 4 4 5 5 
Eye, Ear, Nose, 
Throat Disorders 
7 8 2 2 6 7 4 4 5 5 
Gastrointestinal 
Disorders 
10 11 3 3 12 13 8 9 9 10 
Gynaecological / 
Obstetrics 
19 21 8 9 13 14 11 12 12 13 
Genitourinary 
Disorders 
21 23 3 3 4 4 4 4 3 3 




32 35 22 24 18 20 21 23 16 18 
Paediatric 
Disorders 
3 3 1 1 1 1 1 1 0 0 
Respiratory 
Disorders 
3 3 2 2 4 4 4 4 1 1 
 
4.5 Current experience of both professions working in mental health 
4.5.1 Most common mental health presentations in GP consultations 
GPs surveyed encountered many mental health presentations as part of their average workload. 
Twenty nine GPs (39%) considered mental health problems to be an active component of the 
patient’s presentation in up to 30% of all consultations. Thirty five GPs (47%) considered patients 
presented with a mental health complaint as the main reason for presentation in up to 20% of all 
consultations. In addition, 26 GPs (36%) thought that presenting patients had a mental health 
problem or symptoms that could be implicated in the health outcome in up to 30% of all 
consultations. Depression, anxiety or mixed anxiety and depression were reported as the top three 
mental health presentations in general practice by participants.  
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4.5.2 Acupuncturists’ experience working in mental health 
Acupuncturists were asked if they had ever treated patients with mental health complaints, either as 
primary (the reason for presenting) or secondary (implicated during the course of treatment or 
affecting the outcome). Eighty two respondents said that they had (87%), with frequency of 
presentations for most acupuncturists being ‘a few each month’ (35, 44%) or ‘a few each week’ (27, 
34%). Acupuncturists were also asked what mental health conditions they had experience of treating, 
either as a primary or secondary complaint. The responses to these questions are detailed in Table 
10 below. The two most commonly experienced conditions seen by acupuncturists were mood or 
affective disorders, or anxiety or stress disorders. Although there would be other possible TCM 
diagnoses presenting in clinical practice for mental health conditions, TCM standard training 
incorporates both western and TCM terminology for diagnostic frameworks, therefore to allow for 
comparison, western terminology was used apart from the incorporation of the ‘shen’ 3 category. 
Table 10 Acupuncturists’ experience in treatment of mental health conditions 
Conditions with experience treating Primary % of 
respondents 
(n=91) 
Secondary % of 
respondents 
(n=91) 
Mood or affective disorders e.g. 
depression 
62 68% 52 57% 
Anxiety or stress related disorders 64 70% 45 49% 
Somatic or bodily distress disorders e.g. 
fibromyalgia or IBS 
59 65% 40 44% 
Schizophrenia/psychotic disorders 26 29% 20 22% 
Dementias or other organic disorders 8 9% 11 12% 
Substance abuse disorders 12 13% 14 15% 
Personality disorders 18 20% 17 19% 
Child or adolescent specific disorders 15 16% 13 14% 
Combined mental health presentations 19 21% 19 21% 
Shen disturbance not otherwise 
specified 
 
25 27% 24 26% 
                                                          
3 Shen in Chinese medicine can be translated as "Spirit" or "Mind", and implies consciousness, mental 
functions, mental health, vitality, and "presence". Shen disturbances is a broad category 
encompassing many mental health presentations. 
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4.5.3 GPs’ referrals to and from allied health and secondary care  
GPs were asked how frequently they utilised allied or secondary care options for mental health 
patients. The list of possible options of referral or treatment options for care within and outside 
primary health care was formulated in conjunction with the New Zealand Mental Health Foundation. 
Most services were rarely used. Counsellors were the most frequently utilised allied profession and 
CAM providers were rarely utilised. The number of GP responses for each category is detailed in 
Table 11.  
Table 11 GP utilisation of allied or secondary care for MH 
Frequency of referral to other MH 






























Allied health providers 4 5 3 3 0 
Alternative or complementary 
health providers 
0 0 5 4 4 
Clinical Psychologists  3 4 5 2 0 
Counsellors 6 7 1 0 0 
Crisis assessment team (CAT) 0 3 8 2 0 
E-mental health support (e.g. 
Beating the blues) 
2 1 7 1 2 
Helplines 1 0 11 2 0 
Local community mental health 
service  
2 5 5 2 0 
Practice nurse 4 4 2 3 1 
Psychiatrists  2 2 5 5 0 
Residential support unit 0 0 1 11 2 
Specialist care 0 3 3 7 1 
Support groups  0 1 9 3 1 
 
4.5.4 Acupuncture referrals to and from allied health and secondary care 
Acupuncturists were asked if they referred to, or received referrals from other allied or mainstream 
providers for mental health patients. If they received referrals, they were asked in which form these 
were received. The most common reported referral pathway for mental health patients was to GPs 
(38, 42%) counsellors (32, 35%) or to other allied or CAM providers (27, 30%). Acupuncturists were 
unlikely to have referral pathways with psychiatrists (6, 7%) or residential support units (4, 4%). The 
most common form of referral between acupuncturists and other health providers for the 
management of mental health patients was informally or verbal (91, 71%).  Formal written referrals 
were less common (38, 29%). 
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4.6 Identification of opportunities and barriers for communication and 
collaboration. 
4.6.1 Referral and return report information 
Both acupuncturists and GPs were asked what information they would include in correspondence to 
and from each other regarding shared patients. Both groups were also asked with what frequency 
they would like correspondence to occur, and under which circumstances.  Both groups were also 
asked what form of contact they would find most appropriate. The detailed responses are outlined in 
Table 12. The majority of GPs considered the reason for the referral (46, 60%) and an outline of the 
presenting problem (42, 55%) to be the most necessary information to include in a referral letter. 
Acupuncturists agreed that this information was the most necessary to include in a referral but also 
felt that other information would be useful to include such as medications (74, 81%) and medical 
history (67, 74%). When GPs were asked what information they would like to receive in a return 
report from an acupuncturist the majority were interested only in receiving the treatment outcomes 
(40, 52%). Acupuncturists agreed that treatment outcomes were the most important thing to include 
in a return report (65, 71%) but also thought it would be important to include expected ongoing 
treatment required (59, 65%), number of treatments provided (54, 59%), goals of treatment provided 
(52, 57%) and therapies used (48, 53%). However, a quarter of acupuncturists stated that they would 
not write a return report (23, 25%) whereas a much smaller number of GPs stated that they would 
not expect a return report (9, 12%). 
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Table 12 Preferred models and content of communication between provider groups 
Information desired in referral from GP to Acu Responses % of GPs Responses % of Acu 
I would not refer 20 26 NA NA 
Presenting problem 42 55 86 95 
Reason for referral 46 60 82 90 
Medications 32 42 74 81 
Diagnostic classification e.g.DSM-5 or ICD-10 diagnoses
4
 15 19 47 52 
Outcome measures used e.g. K10, PHQ-9
5
. 6 8 28 31 
Medical history 38 49 67 74 
Patient information 28 36 63 69 
Referrer details 35 45 60 66 
Other  11 14 3 3 
     
Information desired in return report from Acu to GP Responses % of GPs Responses % of Acu 
I would not write/expect a return report 9 12 23 25 
Number of treatments 18 23 54 59 
Duration and frequency 14 18 44 48 
Therapies used including supplements and lifestyle advice 26 34 48 53 
Outcome measures used e.g. K10, PHQ-9 etc. 10 13 17 19 
Goals of treatment 20 26 52 57 
Treatment outcomes 40 52 65 71 
Expected ongoing acupuncture treatment required 21 27 59 65 
Other  5 6 14 15 
     
Frequency of reports Responses % of GPs Responses % of Acu 
After each treatment 4 5 1 1 
Monthly 4 5 7 8 
After conclusion of treatments 29 38 48 53 
After significant change of symptoms 14 18 36 40 
Never 0 0 18 20 
Other  3 4 12 13 
     
4.6.2 Frequency of correspondence 
There was agreement that the most appropriate time for correspondence to occur was at the 
conclusion of treatments (GPs 29, 38%. acupuncturists 48, 53%) but a number of respondents also 
                                                          
4 DSM5 and ICD10 are standard classification systems used for mental disorders internationally 
5
 K10 and PHQ-9 are measurement tools utilised in clinical practice to provide a score for mental health status 
and to track change 
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thought it would be important to communicate after significant change of symptoms (GPs 14, 18%. 
acupuncturists 36, 40%). The free text option for this question provided greater detail. GPs were 
interested to hear from acupuncturists when there were adverse effects experienced or if the patient 
deteriorated in any way, or disclosed information to the acupuncturists that may be of importance to 
the GP. One GP stated that they would prefer not to hear from the acupuncturist, as they did not 
value the acupuncturist’s opinion.  
Acupuncturists stated that they would write to the GP on the patient’s or GP’s request, if there were 
unexpected changes, red flags or deterioration in the patient’s condition, or a change had caused 
concern. One acupuncturist stated that they would contact the GP if the patient was trying to adjust 
medications without the GP’s knowledge, or if they thought there was a missed diagnosis. Some 
acupuncturists would contact GPs if they wanted further testing such as blood tests or x-rays. One 
acupuncturist stated that they would write a report if there was funding to do so. One acupuncturist 
also stated that they would never contact a patient’s GP but would ask the patient to request 
information if necessary, and another acupuncturist stated they would ask their patients to contact 
the GP on their behalf with any queries. Two acupuncturists stated that they would contact the GP if 
their treatments were not working. 
4.6.3 Preferred type of communication  
When both groups were asked to specify what form or communication they thought was the most 
appropriate, the majority of acupuncturists opted for email communication (64, 70%) followed by 
letter (30, 33%) and phone call (26, 29%). GPs favoured hard copy letters which could be received via 
post or fax which they could then scan into clinical notes as the most appropriate form of 
communication (28, 36%) followed by secure messaging via HealthLink (20, 26%). The different 
preferences are shown in Figure 8.  
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Figure 8 Preferred type of communication 
 
4.6.4 Consent to contact GP 
Acupuncturists were asked an additional question, whether permission to contact a patient’s GP was 
included in their standard consent forms. The majority of acupuncturists stated that this was in their 
standard consent form (53, 60%) with a further three stating that they would obtain verbal consent 
prior to contacting the patient’s GP. Over one quarter of acupuncturists did not ask their patient 
about contacting their GP (25, 28%) and a small number did not use consent forms (7, 8%). 
4.6.5 Identification of barriers to communication or collaboration 
Both groups were asked to identify reasons for not referring, or engaging in other forms of 
communication with each other. This is presented in Figure 9. Both groups were given a list of 
reasons identified in the focus groups and piloting of the survey during the design phase. Both groups 
identified the same two reasons as the main barriers for communication and referrals. Both groups 
stated that GPs did not know enough about acupuncture (GPs 27, 35%, acupuncturists 82, 90%) and 
that there was not enough evidence of its efficacy (GPs 27, 35%. acupuncturists 52, 57%). GPs did not 
consider location or availability to be a barrier (2, 4%) and did not have concerns about interactions 
(3, 4%). They did not consider patients not knowing about acupuncture to be a barrier (1, 1%). There 
was moderate concern about uncertainty around who to refer to (18, 23%) and the cost of 
treatments to patients (15, 21%). 
Acupuncturists did not identify location or availability as a major barrier (13, 14%) and did not think 
GPs were overly concerned about liability (15, 16%).  They did however highlight GP uncertainty as to 


























The additional free text responses to this question provided some more detail on perceived barriers. 
Acupuncturists thought that GPs were too busy to engage, and that collaboration is a minimal 
priority when the number of modalities available is so broad. GPs stated that the indications for 
acupuncture are not clearly defined and that they discuss acupuncture as an option but do not know 
who to refer to. One GP stated that they do not refer because they perform the acupuncture 
themselves. 
   
Figure 9 Identification of barriers 
 
4.7 Summary 
Despite the methodological approach to survey administration outlined above, the response rate 
was still low and findings need to be interpreted with caution. This is discussed further in the 
limitations section in chapter 9. However, this survey and its findings demonstrate a skilled survey 
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informed the development of the qualitative data collection and tool development stages outlined in 
later chapters.  
The findings from the survey can be summarised according to the main research questions. Current 
communication and collaboration was limited with a moderate proportion of GPs never having been 
in contact with an acupuncturist and vice versa. When referrals or collaborative approaches did 
occur, they tended to be informal verbal methods instead of formal or direct methods. 
Acupuncturists received referrals (of any form) mainly for musculoskeletal conditions, and to a lesser 
extent, addiction and emotional and psychological disorders.  
In terms of the barriers to communication between the two groups, the findings from the survey 
indicate that GPs are willing to communicate and collaborate with acupuncturists, but there remain 
some barriers. These include uncertainty regarding what acupuncture is, the evidence surrounding it 
and who to refer to. Of interest is that the barriers acupuncturists perceived as the most relevant 
(GPs were too busy, acupuncture was not regulated and that acupuncture required a stronger 
evidence-base) were not necessarily perceived as the biggest barriers by GPs. The concurrence 
between both groups in regards to GPs not knowing who to refer to, could indicate a hesitancy, by 
acupuncturists, to make themselves known.   
When considering how communication could be improved, both groups preferred electronic or 
written forms of communication such as email, letters or secure messaging. Both groups considered 
that communication should occur at the conclusion of treatments or after a significant change in 
symptoms, including any adverse events. Both survey groups agreed that the most important 
information to include in correspondence was the presenting problem and reason for referral, with 
treatment outcomes being reported in return reports.  
When discussing the differences specifically relating to the treatment and management of mental 
health patients, GPs’ caseload had a large mental health component with the most common 
presentation being anxious depression. The majority of acupuncturists also saw a large proportion of 
mental health patients in clinical practice. Acupuncture was most commonly associated with the 
treatment of musculoskeletal conditions. However, the majority of acupuncturists surveyed had 
experience of treating a broad range of conditions including mental health conditions. GPs tended to 
refer to counselling over other allied or secondary care options for support for their mental health 
patients, and rarely considered CAM therapies as a referral option for mental health. 
Both groups indicated high levels of clinical specialties, with both groups listing 
gynaecological/obstetrics/women’s health or musculoskeletal/sports/pain management as the most 
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common. The overall demographic differences were: acupuncturists tended to be female, younger 
and worked in isolation whereas GPs tended to be male, older and worked in group practices. 
Acupuncturists had a higher proportion who identified as Asian. GPs had a larger proportion of New 
Zealand European. Very few GPs worked alongside CAM providers, but many worked alongside other 
allied health professionals. 
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Chapter 5: Qualitative findings (GPs) 
5.1 Introduction 
This chapter presents the findings from interviews with 14 GPs. It describes the attitudes and beliefs 
of these GPs surrounding barriers to, and facilitators of, communication and collaboration with 
acupuncturists. GPs were interviewed to gain an understanding of how they perceived current 
practice, and to identify strategies for future practice.  
GPs were interviewed using face to face or web based (Skype) semi-structured interviews as 
described in Chapter 3. These interviews focussed on: their current approach to practice, and any 
collaboration or communication with acupuncturists that they had previously, or were currently 
engaged in; their views on facilitators and barriers for future engagement; and a final section based 
specifically on experience working in mental health and any collaboration or communication with 
acupuncturists regarding this. The approach to qualitative analysis is described in Chapter 3. 
5.1.1 Participant characteristics 
Fourteen GPs were interviewed between May 2016 and August 2016 (see Chapter 3 for a detailed 
description of the sampling frame). Three GPs were interviewed after indicating interest when 
completing the initial quantitative survey. A further 11 were selected using purposive sampling to 
add diversity to the data set. Interview duration was between 45-65 minutes. Demographic 
characteristics of the participants are shown in Table 13.  
One participant (GP013) was no longer in clinical practice but their interview was included after 
assessment of the interview data was deemed as relevant to the discussion. The largest group of GPs 
interviewed completed their vocational training in New Zealand (10/14). The largest group worked in 
suburban practices (6/14) with smaller numbers working in city practices (5/14) and rural practices 
(2/14). The largest group of GPs worked alongside allied health workers (8/14), a smaller number 
were in GP only practices (4/14) or with nurses only (1/14). No GPs interviewed worked onsite/co-
located alongside any CAM practitioners although two of the GPs indicated that they practised 
acupuncture themselves. This does indicate that a proportion the subgroup interviewed may have 
had a special interest in acupuncture. As part of the purposive sampling framework care was also 
taken to interview practitioners with no special interest in acupuncture to provide a more balanced 
view.   
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Table 13 Characteristics of GP participants 
Participant 
Code 








GP001* 41-50 F European City GP 16-20 USA 
GP002 51-60 F NZ European City GP + Allied 20 NZ 
GP003 51-60 M NZ European Suburban GP + Allied 21 NZ 
GP004 41-50 M European City GP + Allied 14 NZ 
GP005 61-70 M European Rural/ 
Small Town 
GP + Allied >20 Europe 
GP006 31-40 M  NZ European Small Town GP 4 USA 
GP007 51-60 F NZ European Suburban GP + Allied >20 NZ 
GP008 51-60 M NZ European Suburban GP + Allied 21 NZ 
GP009 41-50 M European Suburban GP + Allied 11-15 Europe 
GP010 51-60 M European City GPs and 
Nurses 
>20 NZ 
GP011 31-40 F NZ European Suburban GP 6-10  NZ 
GP012* 41-50 M European City GP + Allied 11-15 NZ 
GP013 DNS M NZ European NA NA 25 NZ 
GP014 31-40 F NZ European Suburban GP 8 NZ 
*indicates GP who practises acupuncture 
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5.1.2 Chapter structure 
In this chapter, the overarching theme of the ‘GPs duty of care to their patients’ and four themes 
have been used to structure the data. Figure 10 below provides an overview of the themes reported 
in this chapter. 
 
























more than referrals 
GPs as gatekeepers 
Patients reluctance to 
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dialogue 
Filling the information 
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Shaping the future 
Evidence – only part 
of decision making 








eastern model of care 
It's only for pain 










These key themes emerged in relation to the research questions with a particular focus of participant 
experiences of communication and collaboration, utilising a case study of mental health. Participant 
viewpoints have been reported along with any unexpected findings. The subthemes were defined 
during the coding process and were then grouped under broader themes in relation to the research 
questions for reporting in this chapter. Representative quotes are extracted from the interview 
transcripts and are placed throughout the text. Quotes are represented as indented italics and are 
source-labelled. 
The aim of this chapter is to present the stand-alone findings. Their position in relation to the 
relevant literature will form part of Chapter 7: Discussion and integration of the findings. How the 
findings informed the toolkit development will be presented in Chapter 8: Recommendations. 
5.2 Qualitative findings 
5.2.1 Communication – more than just referrals? 
Identifying participants’ viewpoints on interprofessional communication and collaboration was a key 
component of the interview schedules, as informed by both the literature review (Chapter 2) and 
quantitative findings (Chapter 4). Current communication and engagement models were discussed, 
with the key findings in relation to the research questions reported here. What emerged from the 
data was that communication needed to be about ‘more than referrals’. Interprofessional 
communication was appropriate when supporting patient choices, and when discussing the 
development of best practice models to shape future clinical decision-making.   
GPs as gatekeepers 
Participants interviewed in this study emphasised the desire for GPs to remain the centre of care, 
seeing themselves as the ‘gateway’ or ‘gatekeeper’. Frustration was voiced by the GP participants 
when this role was overlooked or threatened due to inconsistency of feedback from other providers, 
including acupuncturists:  
We are very much the coordinator of care and sort of like the touchstone for 
people….you’re the centre of the care, and directing people to additional support if they 
require that…you’re sort of a facilitator as well as providing treatment. GP014 
Send a letter back, for every patient you see.  You know, that’s normal behaviour for a 
GP….in terms of gaining respect of the GPs, well one of the things that, as we were 
discussing before, is challenged about alternative therapies, is the risk that the patient 
goes there and does not go to their GP when they would benefit from the GP. GP003 
But in general, when GPs refer people to any service, we like to get some kind of 
feedback back, even if it’s to say; we’ve met the patient and we’re providing ongoing 
treatment, and then at least we know the referral just didn’t vanish. GP004 
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Effective communication between provider groups allowed the ‘gates’ to ‘remain open’, whereas 
when communication was ineffective, the ‘gates’ were more likely to ‘remain closed’:  
Over time, that leads to fewer referrals I think, because you would expect that, you 
know, if we’ve given the… the usual professional rules apply if we put together a good 
referral, we expect a nice report back. GP008 
Participants also reported the inability to keep full and accurate records when communication was 
ineffective. These gaps in medical records made it hard to judge appropriate treatment options for 
their patients and further restricted referral and/or collaboration opportunities: 
Look it’s a constant frustration for GPs.  That we don’t get feedback …let’s collaborate on 
a care plan…I mean GPs always welcome correspondence, because a constant 
frustration is the lack of it, and you find out someone’s been doing something, and you 
have no clue. GP014 
I think there is a big gap, there’s an information gap from within general practice, where, 
I think there’s almost a willingness to consider it, but it only goes so far, and as I say, a 
bit way forward would be yeah, referrals that get a report back and encourage us to 
understand the information base that’s been practised. GP008 
Patients’ reluctance to disclose CAM use 
In addition to the ineffective communication from CAM providers was the concern reported by GP 
participants on the reluctance of patients to disclose CAM-use. This also led to gaps in the medical 
record and impacted on the GPs’ ability to be the coordinator of care: 
I think there’s probably a reluctance, like people occasionally will kind of say in a bit of 
a… oh I can’t think of the word, but they’ll say; oh look I’m going to a naturopath, and 
that’s almost like a bit apologetic, sort of saying; look I know it’s a bit doo-lally, but I’m 
going to give it a go. GP007 
I think they feel that, because they still have a bit of a, well this is the only way that you, 
as a GP knows how to get me better with your western medicine, and so I’m making a 
criticism of you by saying that I’m going to try something else. GP007 
Patients are often relied upon to communicate with their providers and share information; however 
this is rarely consistent or complete. Participants highlighted issues around both the disclosure of 
CAM-use and the routine asking about CAM use by GPs: 
I’m sure people do all these different things, and take supplements and things like that, 
and they don’t tell you, and we’re supposed to try and ask them, but sometimes you 
forget, yeah. GP007 
So I doubt if anyone, or if many people ask, you know, in your daily life, what is the range 
of complementary therapies you use. GP014 
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Acknowledgement of the GPs’ role as this central tenet of care and as the coordinator of care was 
pivotal in the development of communication and collaboration with allied and CAM health services, 
including acupuncture. GPs were supportive of remaining as the centre of care, but expressed how 
they rely on systematic and consistent feedback to be able to achieve this effectively. 
Commencing the dialogue 
Participants reported that that they expect collaboration, not only communication, regarding mutual 
patients. The development of a feedback loop, which may start with a referral, would potentially 
allow for opportunities for GPs to learn about differences among various CAM treatments and 
providers, and to be better informed when referring patients to the community for CAM treatment:  
It’s about two-way communication, and how we make that work sustainably.  Because 
everybody comes in with these great ideas, and we go; oh that’s fantastic.  And then how 
do we sustain it?  And it’s got to be a two way communication. GP002 
See if it goes into the black hole, you forget about it.  So, if I send someone off and say; 
give acupuncture a go, and then I don’t see them for six months, then it doesn’t sort of 
reinforce it.  Whereas if there was some way of feedback, that would be great. GP002 
I’d always say it’s a much healthier situation to be at least aware of what people are 
doing, and how they’re doing it. GP008 
I think that just as I wish there was a lot better communication with the GPs….A lot of 
that information would really be quite useful, and making that part of their medical 
record, I think is important, and really missing from the complementary side of things. 
GP006 
Filling the information gap 
Finding ways to share information in addition to referrals and clinical feedback was seen as a way to 
facilitate overall communication and collaboration. Participants suggested and discussed various 
ways in which this had previously occurred or could potentially occur. What was highlighted by the 
majority of participants was a lack of knowledge and understanding of what acupuncture does and 
what it can be used for:  
What we’re facing with the whole acupuncture thing, is just the complete lack of 
awareness with GPs and I think GPs will be on board if there’s something that’s… you 
know it’s a valid treatment, and there’s evidence and hey, this can, this can be helpful for 
your patients, but we need to be educated. GP014 
One participant reported that when clinic facilities are shared there is an ease of information sharing. 
This was not necessarily about referring, but openly discussing treatment options in a non-
judgmental way in a clinical environment: 
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So, if you were there, once a week, I might bump into you in the corridor and say; ohh, 
I’m not sure whether to refer this person.  I’ve tried this and this and this, and this and 
that and that… what would you do?  And if it was one of… rather than them becoming 
your patients, but that you’d say; well look I reckon this would be the approach.  I don’t 
know, I might come in and watch you doing what you’re doing. GP003 
A prominent theme that emerged was the ability for acupuncturists to fill the information gap 
through presenting at informal CME sessions or staff meetings. This is an education requirement of 
GPs so was seen as an easy access point: 
So in our staff meetings, we sometimes have visitors come in and talk for quarter of an 
hour, half an hour, something like that…. And those settings are opportunities to talk to 
GPs.  You know to develop relationships. GP004 
GP participants highlighted a lack of understanding of how and why acupuncture works as a key 
barrier for engagement, and discussion of this topic may improve collaboration opportunities. GPs 
discussed lunchtime CPD sessions as a way to share this information and encouraged this form of 
engagement: 
I know it’s been around for a long time, I’ve actually had some myself, I still don’t really 
know how it works, or why it works, or what the background science behind it is, and 
also you know, how efficacious it has been found to be, or otherwise, on various 
problems.  Yeah.  That’s a big barrier. GP007 
I wish it was a lot different, I’d like to see the complementary practitioners, you know, 
maybe reaching out a little more to the GPs and I think that could be done quite easily 
and effectively by arranging some kind of afternoon or evening, you know, to where we 
could just meet up with the GPs in the office and the practitioner, they could give us an 
overview of what they’re comfortable seeing, and give us a little more confidence as far 
as what their area of expertise and what they try to achieve with whatever their practice 
is. GP006 
Information required by the GPs was not necessarily in direct relation to research and evidence of 
acupuncture’s efficacy (discussed later in this chapter in more detail) but rather anecdotal evidence 
and practicalities such as treatment dose, cost to patient and practitioner expectations: 
If an acupuncturist were to come into the office and give a brief presentation of 
acupuncture as a treatment for various mental health disorders, whatever evidence they 
have to support that it’s beneficial, even if it’s just anecdotal, and kind of explain briefly 
what their, you know, how they achieved that, or how the treatment works, how many 
sessions and so forth, an idea of cost to the patient, and what our expectations are, I 
would be you know, just speaking for myself, I would be happy to suggest that to 
patients as an option. GP006 
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Another participant suggested that the information regarding acupuncture and its suitability for use 
be embedded in pathways that are already accessed by GPs in clinical practice. Having this 
information readily available rather than having to ‘hunt’ for it would facilitate collaboration: 
You know, without having to hunt round and google it or whatever, so another way is to 
put in the pathway, you know, for acupuncture, saying this is the indications for it, and 
here’s how you contact the right person, and wherever possible, some kind of link or fax 
number, or phone numbers, so that it’s easy to let that link happen. GP004 
An interesting discussion from one participant was finding out about other therapies through 
becoming a patient themselves:  
I’m the type of practitioner that, early on in my training, I decided in general practice, I 
decided you know, I didn’t know much about chiropractic, so I would go off to a 
chiropractor and let them practice on me, and have a think about yeah, just see how 
other practitioners work. GP008 
One participant highlighted their minimal exposure to any form of CAM in medical training. They 
discussed how it was unlikely to be within their sphere of understanding unless specific attention was 
drawn to it:  
I haven’t seen any information about the evidence.  Nor been recommended that it’s 
appropriate …We weren’t taught about it.  Whenever you read how to treat type things, 
acupuncture doesn’t come up…. I haven’t had any education about acupuncture 
whatsoever. GP014 
This data set demonstrates that there is a large void in terms of what is known about acupuncture by 
GPs. It is not within their current education or CME/CPD model and they would rarely be exposed to 
the literature on the subject. Suggestions by participants for filling this information gap included 
shared premises, or increased proximity, presentation by acupuncturists at staff meetings and CME 
sessions, appropriate embedding within current clinical pathways, through GPs trialling CAM as 
patients, and through potential exposure within the education framework.  
Shaping the future 
I wish there was a lot better communication with the GPs. GP006 
After all we’re all helping people, aren’t we? GP008 
Participants identified the need for any future planning to acknowledge the current limitations on 
both time and funding. One participant highlighted the fact that communication often takes more 
time than it saves, so determining how useful it is will be vital to its success.  
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GPs highlighted the need for communication to be time efficient and fit easily within current 
communication models in order to work: 
And we all want to communicate and work together as a team, but we also have to keep 
the patient contact going. So the model isn’t yet working, you know?....it’s got to be 
concise, gotta fit in with the rest of the correspondence we get… we’re getting too much 
paperwork.  So feedback would be great and fantastic, but it’s also got to be 
manageable. GP002 
The practicality of how communication could occur was a key discussion point. One of the key 
barriers identified by participants to effective communication is that many providers are on different 
practice management systems (PMSs) and indeed many CAM providers are still reliant on 
handwritten notes. Removing as many steps as possible in the communication process will facilitate 
it, so the ability to connect through established electronic pathways was identified by participants as 
a clear facilitator: 
Straight to the practice management system is really useful, so it comes instantly in to 
the inbox and so it’s integrated immediately as the patient notes, I think that’s crucial.  
Anything outside of that, is just too hard. GP002 
I mean HealthLink, and I am sure that costs to set up, but that would be the ideal, 
because that electronically then goes into the patient’s notes automatically, I don’t have 
to file it, I don’t have to get any of my staff to scan it, I don’t have to do any of that stuff. 
GP003 
Written is better, because that integrates better with management systems.  So, you 
know, if you make a phone call, someone has to type it in.  if it’s a standard letter back, 
and it gets… goes through the scanning systems, or even better, if it’s integrated 
electronic, which a lot of things are these days, they’re secure server type things, like 
HealthLink, you know, then you know, maybe there’ll be other competitors or options 
available, though I’m not sure, that’s the predominant one that’s used here.  Just so that 
it goes actually straight into the person’s inbox, easily seen by the doctor. GP004 
Other current mechanisms were discussed in terms of their limitations. One participant discussed a 
referral letter contained in their electronic document outbox within their clinical PMS which linked to 
a specific provider, and while this was a reasonable starting point it had clear limitations: 
There are 5,000 documents in the outbox, and if you don’t know it’s there you can’t find 
it, you know, so it’s not always the perfect strategy. GP003 
When comparing forms of communication, participants consistently emphasised that electronic 
means of communication were preferred over other more time-consuming methods:  
Probably realistically, a phone call’s probably disruptive.  And so, having something that 
can then be scanned into the notes is useful.  So, you know, a fax or a letter, or an email, 
which can all be incorporated into the practice, you know the electronic notes.  Any of 
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those would be appropriate, because from various places, even specialists that still, you 
know we’ll still get a hard copy letter, which then would get scanned into the notes. 
GP014 
A final feature that was discussed in relation to shaping future collaboration was clear and easy 
identification of accredited providers: 
I think in terms of knowing who your local, whoever accredited acupuncturists are is a 
beneficial thing, and that can happen through like, meeting them through peer groups, 
and presentations and what not, and then you know who you’re going to refer to, and 
benefit a relationship with. GP014 
Overall the main things identified that would shape the future of collaboration and communication, 
are information sharing opportunities and clear electronic means of information sharing that have 
been identified as both cost and time saving. Participants spoke of how any communication or 
collaboration that either adds cost or further burdens already stretched time constraints are unlikely 
to succeed.  
Summary of theme one 
Participants interviewed in this study were open to a referral as an appropriate starting point, but 
acknowledged that this should not be the only form of communication. Communication needs to 
continue in both directions to allow for appropriate care plan management. There is an identified 
information gap that has been suggested to be filled in a number of ways by participants. This 
included both undergraduate and CME sessions and through appropriate inclusion in clinical 
pathways.  
In summary, there is a willingness among GPs to refer and communicate about shared patients. The 
benefits of doing this are clearly stated and include the GP remaining the central repository of 
information, effective coordination of care, documentation of successful outcomes, and 
encouragement of full disclosure by patients of therapies engaged with.  
5.2.2 Evidence – only part of decision-making 
This theme reports on participants’ views on the role of evidence when making clinical decisions in 
relation to CAM, and more specifically to acupuncture. The role of evidence in the defining of 
interprofessional practice was discussed by most participants as a key factor when making the 
decision to collaborate with and/or refer to CAM. 
Some participants voiced a concern about the use of evidence to guide practice, when actually a 
cautious approach is needed in the evaluation and critique of the literature:  
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We’re all sort of familiar with the idea that one study will say yes, one study will say no, 
and the next study says maybe.  And you have to wait for sort of a preponderance of 
evidence, and you can formally meta-analyse them if you wish, or if you’ve got the data.  
So we’re all sort of used to that, so all of us have got a bit of scepticism around individual 
studies and/or who’s promoting them. GP013 
We pretend we practise evidence-based medicine, but only 10 or 15% of best practice 
guidelines are based on high level evidence.  So, in fact what we’re doing, is practising in 
our healing tradition from our particular tradition and it’s no worse or better than a lot 
of other healing traditions. GP003 
I’m in an interesting juncture with all of that, having been always seen the, you know, 
medical practice is more than scientific.  But if you like, a proper evidence-based 
medicine is just that, its evidence-based, it’s not evidence dictated. GP012 
Participants were cognizant that while evidence-based medicine was preferred, reliance on it was 
unrealistic in terms of the reality of clinical practice:  
I’m pretty straight up and down when I come to my sort of diagnosis management, using 
conventional medicines, but I’ve kept an open mind with many things, so I sort of try and 
look for evidence where there is any evidence. GP008 
I try to base all decisions using an evidence-based approach, so randomised control trials 
really are… inform the basis of as much medical decision-making as I can, and, but at the 
same time I’m also sensitive to the fact that just because something has not been 
subjected to do a randomised trial, doesn’t mean that it’s not potentially effective, and in 
cases where there’s a very low chance of any harm, I’m really very open. GP006 
A concern raised by participants was that the dissemination of research and awareness of current 
literature is not always optimal. It was deemed unlikely that GPs would have the ability to remain up 
to date on all possible evidence on all possible treatments, and while practice could be changed by 
research, it required a driving force behind the research promulgation:  
What most GPs do, is rely on practice guidelines because they can’t possibly be up to 
date with all the evidence on everything. GP003 
The first is you get it published, and then it’s vaguely credible.  But actually nothing 
changes until the relevant people read it… GP013 
Participants stated that clinical decision-making is very strongly influenced by peers with 
recommendations about CAM and acupuncture being influential. Personal experience was reported 
to also be important. When evidence wasn’t available, this was seen as a logical and safe option for 
assessing risk: 
We’re guided by what our colleagues do, by peer groups, by specialist advice sometimes. 
GP004 
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In the case of complementary medicine, basically through word of mouth, that’s sort of 
how I got familiar with the chiropractors, and acupuncturists. GP006 
GPs in fact doctors in general do what they think their mates are doing. GP013 
I think research does change practice, just not, not straight away, and not by themselves, 
not without people picking it up and using it in a way that’s part, that’s social as much as 
anything. GP013 
Patients as advocates 
GP participants discussed the role of their patients in influencing their perception of competence of 
practitioners. When patients reported good experiences or results from an acupuncturist, doctors 
were more likely to deem the practitioner as having some levels of competence: 
It was the traffic officer who had acute stuck back and who described going to the 
acupuncturist and having one needle put in there, and how his back suddenly all got 
better.  And I’m thinking; ooo, this doesn’t fit with my understanding about how bodies 
work.  This doesn’t make any sense at all, but he got better. GP003 
One GP went on to say that the N=1 trial was the most important thing when dealing with individual 
patients. If a patient had individually had success with treatment, the GP was more likely to 
recommend that the intervention be trialled again: 
The ‘n of one‘ trial is the highest form of evidence.  Higher than the RCT for an individual 
patient.  So if an individual patient comes and tells me that I have had acupuncture 
before, it has worked for me, could I do it again, I’ll say; great idea, away you go. GP013 
Evidence of physiological and or biological activity also acted as a facilitator for determining 
competence as it showed that, even if it was an undesirable outcome, that the intervention had 
some measurable action: 
I’ve had a few patients tell me that it’s made them feel a damn sight worse, and 
strangely to me, that’s the strongest evidence that there is a biological activity. GP013 
Participants in this study valued the opinions, experiences and recommendations of their patients, 
and as such this was a facilitator for communication with other professions. GP participants also 
discussed the need for communication to reflect patient choices. GPs acknowledged that their 
patients are already self-selecting CAM, and that increasing communication with both the patients 
and the CAM providers is needed to support these choices: 
And a lot of patients don’t like to take drugs, so they’re willing to try integrative 
therapies. GP001 
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GPs seemed happy to support patient choices as belief in a therapy may be a factor contributing to a 
treatment’s success. It was seen as counterproductive to stop a patient selecting a form of CAM if 
they thought it may be beneficial: 
Usually, if patients are leading it, they go and do it and I go; yeah, that’s fine.  So often 
patients just lead themselves, and that’s cool. GP002 
Being disparaging about anything that any of my patients might wish to do, is 
completely counter-productive, because if they believe in it, it has some merit. GP003 
There’s one of my patients who want acupuncture, I’m perfectly happy to refer them 
because that’s what they want and believe in. GP003 
The one proviso on supporting patient choices was ensuring that there were no risks of harm as part 
of their duty of care. Once these risks were assessed, GPs appeared pragmatic in allowing patients to 
find their own pathway to health: 
So if patients were saying: I want to try acupuncture, I doubt you’d find a GP saying you 
can’t …. as long as they’re not ones that we feel are going to do harm, then yeah, we 
could easily try it. GP004 
GP participants also acknowledged the importance of the relationship with their patients. 
Maintaining and honouring this relationship was important as long as therapies were deemed to be 
safe. Travelling on the patients’ journey was also part of what informed clinical practice: 
I’m always trying to see if there’s an evidence-base behind what I do.  I’m very aware of 
what… a lot of what we do doesn’t have strong evidence-base behind it, and a lot of it’s 
about communication skills and…. You know, and just knowing the patient and walking 
their journey with them. GP002 
GP participants supported patient choices and this was reported as a clear facilitator for 
communication and collaboration with CAM and acupuncturists.  
Needing champions and leadership 
GPs interviewed supported the idea of the development of an industry champion or advocate to 
enhance academic credibility from within primary care. The idea of fostering the support of other GP 
practitioners who were willing to get behind the acupuncture profession was suggested as a 
facilitator: 
it needs some academic, I guess, championing, and in New Zealand, and so it needs to be 
promoted and supported by someone who’s, or it would help if it was promoted and 
supported by someone who had academic credibility in that primary care community. 
GP013 
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GPs voiced the desire to be able to identify competent and safe practitioners, and saw this as a key 
role of their duty of care: 
I think in terms of knowing who your local, whoever accredited acupuncturists are is a 
beneficial thing, and that can happen through like, meeting them through peer groups, 
and presentations and what not, and then you know who you’re going to refer to, and 
benefit from a relationship with. GP014 
Legislation framing practice 
The ability of acupuncture to access forms of state funding seemed unfeasible to some GP 
participants. Indeed one participant stated that funding was a key determinant in what was 
‘alternative’ and what was ‘mainstream’. Additionally, regulation was seen as quasi evidence of 
practitioner competence in lieu of research evidence of efficacy:  
And the reason its alternative is because it hasn’t reached a threshold where a large 
proportion of the population is prepared to pay health dollars to fund it. GP003 
Because the alternative is unsustainable because if you wanted to provide state funding 
for everyone who achieves a placebo effect because people benefit from it, you’ll end up 
spending a lot of money and you’ll have a whole load of charlatans who will come up 
with all sorts of weird and wonderful things cause they can make a living on it out of it 
paid for by the government, and therefore not directly accountable, you know? GP003 
There was a sense that acupuncture, and CAM as a whole, should remain unfunded to protect the 
public from untrained and unregulated providers. Statutory or some form of legislative regulation, or 
a lack of, directly influenced a determination of competence by GP participants of acupuncturists:   
Basically, there’s a bit of a suspicion that things that avoid those umbrellas are avoiding 
for a reason.  So, yeah, and I think the professional organisations sounds good too. 
Because you know, if you, there’s also additional confidence, if the practitioners are 
approved and certified in some way or other, you know you feel there’s some ongoing 
professional development, and oversight, that it’s not, you know, give you that 
confidence they’re not putting their patients into a situation where they’re at risk, or 
where you’re sort of setting them up with an unreasonable expectation that it might be 
helpful. GP004 
Acupuncture’s lack of regulation through legislation within New Zealand was identified as a barrier. 
Assurance through acupuncture’s proxy regulation under ACC legislation, and through the 
maintenance of professional body membership provided some assurance of competence. 
Building trust 
GP participants interviewed emphasised that the ability to communicate is enhanced when trust is 
established. One participant stated that trust was not related to the intervention being used, but 
rather the practitioner doing the intervention:  
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The modality isn’t the bit that actually makes the difference.  The bit that makes the 
difference is the person behind the needle. GP003 
It’s not so much the modality, as the person who’s wielding the modality. GP012 
I guess, I just identify credible other practitioners on a more anecdotal basis, or a basis of 
chance knowledge of people.  Or referral from you know, discussions on a colleague etc., 
but it’s sort of on a, on a, almost a professional networking basis if you like, rather than 
knowing that, confidently, that I can refer to any registered ACC acupuncturist or any 
physiotherapist who does acupuncture etc. GP013 
There are lots of things going on, you know, and how the practitioner is, is critically 
important.  And that’s something that’s not well appreciated in most orthodox medical 
training. GP012 
Trust and determining competence were clearly linked by participants. Identifying practitioners that 
were skilled was deemed of more importance than determining the effectiveness of a particular 
therapy. Having trust in a practitioner was seen as a facilitator for communication and collaboration. 
Summary of theme two 
Overall the relationship of evidence with clinical practice is extremely complex. On the one hand 
there is the desire to remain evidence-based, but on the other there is the reality that most clinical 
decisions are not based on high level evidence. When it comes to CAM the decision becomes difficult 
as the lack of basic understanding of its mechanism creates a scepticism which places a higher 
demand on the evidence which, in many cases, does not exist. Participants were cognizant of the 
limitations surrounding evidenced based practice (EBP) but acknowledged its influence on their 
clinical decision-making process.  
As reported by participants, while evidence plays a role in the development of clinical practice, it is 
rarely the only determinant. Participants in this study were accepting that evidence and efficacy do 
not always correlate, and the influence of patient choice and confirmation of accepted practices by 
peer groups also played a strong part in clinical decision-making. Participants in this study appeared 
to acknowledge the limitations of practising a purely evidenced based model, especially in relation to 
complex therapies such as acupuncture where the potential for utilisation of placebo responses and 
therapeutic alliances is possible.   
Participants in this study determined competence, or lack of, in a number of ways; through absence 
or presence of external regulators, through education standards and professional behaviour, through 
the judgment of their patients, through exposure to industry leaders, and through personal 
interactions with practitioners.  
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In summary, GP participants reported that their duty of care to patients stresses the need for 
evidence-based practice, but in lieu of this other forms of determining competence are considered 
valuable. These include patient preference, academic credibility, support or recommendations by 
peers, and development of trusted interprofessional relationships.  
5.2.3 Different worlds 
I think the issue is, it’s still kind of a little bit Bruce Lee kind of…you know? GP007 
The unique philosophy and language of acupuncture challenged some GPs. Participants felt that the 
worldview was in conflict with and/or challenged theirs and was therefore presented as a barrier to 
engagement. One participant went so far as to say it did not exist (qi and channels) as it did not fit 
into their understanding of what was real: 
Because here was another paradigm that didn’t fit with my idea of the way… it wasn’t 
that they saw it slightly differently, it was that there were things that they were 
describing which don’t exist. GP003 
Another participant found the success of treatment confronting when it directly contradicted 
elements of their medical training: 
And this was rather upsetting, because he shouldn’t have got better.  This is mumbo 
jumbo, this is total garbage according to all my training. GP003 
The terminology of traditional Chinese medicine was identified as a barrier and it was suggested that 
translation into western terms would allow for an ease of communication. When the traditional 
terminology was utilised it created difficulties: 
What doesn’t work for me is Chinese explanations, which are more mental physical and 
philosophical.  And I can’t, I can’t make the link between the things I know and 
understand and that. GP013 
It’s going to be hard to do that translation….I think that’s where then the whole jargon 
thing is quite tricky.  You know, because I think it then… because then what you’re having 
to do is kind of this translation from the patient’s experience. GP012 
The idea that acupuncture philosophy was from a ‘different world’ with a differing worldview to the 
mainstream model was a clearly identified barrier in the GP participant group.  
Western versus eastern model of care 
GP participants expressed some concern or confusion about the different styles of acupuncture that 
were available. Participants were asked to directly discuss their comfort level with the western 
(medical acupuncture or ‘dry needling’) versus the eastern (traditional Chinese) style of acupuncture 
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training. The different styles of acupuncture were identified as a barrier as it became confusing for 
GPs to know who to refer to or the different scopes of each sub-group:  
I understand in general terms that there are two maybe three or more groups of people 
doing acupuncture in New Zealand…  And so, I guess I just don’t have huge clinical faith 
in terms of referring patients to… well I don’t know who I would refer patients to. GP013 
Some GPs were aware of the split between the two styles and there were conflicting views on who 
would be the most appropriate practitioner for referral purposes. Some GPs felt increased comfort 
with working with western trained acupuncturists, such as physiotherapists. This reiterated the 
concept of different worlds and that GPs felt more comfortable in their own: 
I was always content that if I was sending them to a practitioner, whose information 
base was something I could understand, that he would be practising within some 
guidelines from conventional medicine. GP008 
I would have a little more default faith in someone who has a western training and who 
has then added on an additional skill as a practical skill, as opposed to a philosophical 
base. GP013 
Whereas other GPs thought that traditionally trained acupuncturists were likely to be able to offer 
the ‘real McCoy’ of acupuncture treatment: 
I think, there was a world split in Auckland between GPs who did a tinkering, a bit of 
acupuncture on the side, and traditional acupuncturists, and I think they felt like the GPs 
were just messing up and tinkering and not the real McCoy at all…. I guess it struck me 
that a fully trained acupuncturist would likely be better at it than a GP who tinkers. 
GP002 
What was clear from these conflicting participant views is that the understanding of the different 
styles and training of acupuncturists is not clearly known. 
It’s only for pain 
I can’t say that I have directed people to acupuncture for mental health things, ever. 
GP014 
A perception held by GP participants was that acupuncture was plausible for pain but not for the 
treatment of other conditions. GPs seemed comfortable talking about pain reduction using 
acupuncture needles in a way that they understood using western terminology and were therefore 
able to rationalise:  
I think, my understanding of acupuncture as being a primarily, a pain-relieving thing….so 
I would virtually only consider acupuncture for painful conditions.  I’d feel totally 
uncomfortable with referring someone for acupuncture for example, someone with 
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hypertension, yeah, would be out of my realm of experience, or I would find; why would I 
do that? GP008 
In practice I would refer only people with pain, because in my head, that’s the primary 
thing that acupuncture has some plausibility for. GP013 
Acupuncture’s association with pain seemed accepted and normalised by its utilisation by other 
health providers. This enabled a disassociation of acupuncture with its traditional philosophical roots: 
It has a wide acceptance across medical, physio, other musculoskeletal practitioners, 
without needing to worry too much about the philosophical basis behind acupuncture. 
GP004 
Some GPs had been exposed to evidence of acupuncture for particular conditions commonly seen in 
general practice. This reinforced the view of acupuncture only being suitable for certain, pain based, 
conditions:  
I think that in medical training, I can only, the only going back to randomised control 
trials, the only ones that I can recall that involved acupuncture at all, were relating to 
lower back pain, and so I think that’s probably how that association has been kind of 
ingrained in general practice that acupuncture is primarily for musculoskeletal 
complaints. GP006 
In summary, acupuncture’s association with pain is three fold: firstly, that acupuncture’s ability to 
impact on the pain response is able to be explained easily through western terminology of things like 
the pain gate theory; secondly, acupuncture’s adoption by other health providers such as 
physiotherapists and their use of it for the limited scope of painful conditions; and thirdly, the 
exposure of GPs through training or at a later date to research investigating acupuncture for 
musculoskeletal specific conditions.  
Open to considering 
A somewhat surprising theme reported by the participants was the concept of the placebo response 
and the development of therapeutic alliances. One of the beliefs held by a small proportion of GPs is 
that acupuncture was mainly encouraging a placebo response in patients. However, this did not 
necessarily deter GPs from engaging, and in fact one GP highlighted the benefit of working with their 
patients to enhance this therapeutic response. It was interesting that GPs acknowledged that their 
belief in a therapy would not impact on its success, but rather the patient’s belief was the main 
determining factor in the success of a treatment:  
I send people off knowing that they get a placebo effect, and probably has to be 
delivered by someone who believes in intrinsically that it’s effective, then I guess that’s 
somehow seems ethically ok to me. GP013 
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If someone is being cared for by someone they think is good, they’ll get better more than 
if they’re not. And that’s a good sign, it’s not just mumbo jumbo weird stuff, and that of 
course is why every healing tradition has some benefit, because the people who go to 
whoever the healer is, go there because they believe they’re going to be helpful. GP003 
One GP also discussed the importance of the development of the therapeutic alliance, and that the 
unique language and treatment style of acupuncture was a potential facilitator: 
When you put acupuncture needles in someone, it induces catatonia…And in doing that, 
the person becomes incredibly, or significantly more suggestible.  And in doing that, we 
then engender a therapeutic response.  So, I’m not sure how much above and beyond a 
really good therapeutic response that we can get for any other different modalities 
happens with acupuncture, there may well be some, but I don’t think it’s a lot, and that 
doesn’t worry me. GP012 
One of the things I think is happening, is we’re doing a really nice job of getting persons’ 
therapeutic response to happen, which happens with somebody else in the room, you 
know a kind caring, empathic position with them, or practitioner or whatever you want 
to call the, and then we speak to people in tongues, we say; oh the gall bladder meridian, 
you’ve got a bit of extra wind, and so on, and people are going…..  and as a consequence, 
I’m going to get better. GP012 
Both of these beliefs about acupuncture i.e. that it is only a placebo and that its results are based on 
the development of a therapeutic alliance were acknowledged as a facilitator of communication and 
collaboration. 
Education and standards 
GPs were unlikely to be familiar with the content of training packages of acupuncturists, especially 
true in New Zealand as most of the traditional Chinese medicine training exists outside the university 
sector. This led to some GP participants expressing how they were not familiar with the training 
received by acupuncturists and felt unable to determine practitioners’ levels of competence: 
I guess I don’t really have that generic faith in the… in the package of either the person 
or the product. GP013 
Alongside concerns about education standards, some participants raised concerns about the 
professional behaviour of CAM practitioners which was thought to further erode confidence in 
competence:  
I think the accountability stuff; it’s about being respected as a professional.  And so, 
behaving like the sort of professional that doctors expect people to behave like, will shift 
that barrier further than if you don’t behave that way, you know. GP003 
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GPs’ concern around the education and professional standards of acupuncturists is a barrier for 
collaboration. Questionable professional behaviour of acupuncturists, whether this was perceived, 
experienced or anecdotal, also determined how GP participants determined competence levels.  
Summary of theme three 
A clear challenge identified in the communication and collaboration between GPs and acupuncturists 
was the unclear delineation between different practitioners practising acupuncture. There is also 
confusion around scopes of practice in terms of the eastern and western style approaches of 
acupuncture. Participants noted that if there is confusion around competencies, language or 
practice, there is comfort sought in a familiar world view.  
The unique language and philosophical framework of acupuncture has contributed to a resistance 
towards communication due to the challenge this presents to western doctors’ world view and 
translational barriers to communicating with patients. This has led to a limiting of the scope of 
acupuncture into a framework for which understanding ‘makes sense’, such as its use for pain 
conditions.  
5.2.4 Working with vulnerability 
GP participants highlighted that when working with mental health patients there was the increased 
patient vulnerability, and risks associated with the care of these patients. GPs voiced their duty of 
care to these patients as a key part of their role as GPs. Participants expressed concern around 
competencies of acupuncturists in dealing with this increase in vulnerability and risk.  Conversely, 
some participants expressed the desire to have safer options to offer patients and the desire to work 
as a team to help achieve the best outcomes. 
GPs voiced concerns about the vulnerability of mental health patients and the capacity to do harm. 
Their lack of awareness of the practice of acupuncture made them unsure of acupuncture’s role in 
the management of mental health patients:  
I don’t actually know what happens behind any particular acupuncturist’s doors. GP003 
So yeah, I think the main issue would be thinking of it, feeling that it was evidence-based 
treatment, and feeling sort of reassured that we’re not putting someone into an 
environment that might destabilise them, I think. GP004 
GPs seemed cognisant of the increased safety requirements of mental health patients than other 
sub-groups requiring treatment and as such needed more layers of reassurance to feel comfortable 
working with acupuncturists for their care: 
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So, it might also be, sort of trusting that the person would be managed in a safe way, I 
guess. You know, like, so that would depend on the mental health problem, and on the 
individual patient where I sort of felt confident, yeah, that it’s the right option. GP004 
One GP did not have these safety concerns as they felt assured that the proxy regulation via ACC 
legislation provided a safety net for which ethical frameworks would be assured: 
I don’t have concerns for safety, I assume that is someone calls themselves an 
acupuncturist that they have some kind of ethical framework; maybe I am wrong about 
this. But if they are ACC registered, I feel a little more confident that this is the case. 
GP009 
Safety and the identification of mental health patients as a more vulnerable population acted as a 
barrier for collaboration with acupuncturists, and indeed other allied and CAM groups, for which the 
intervention was not well understood. 
Questionable competencies 
Many of the GPs interviewed raised questions about acupuncture’s relevance and efficacy for mental 
health treatment. It was not an intervention that they associated with the management of mental 
health, and while they were not necessarily averse to its use, they were unaware of its role: 
Mental health, you know, I think of medical treatment, or talk therapies, but not 
acupuncture. GP008  
I haven’t had any experience with mental health and acupuncture, and I’d be really 
interested.  Never had any experience. GP002 
GPs also acknowledged that there were likely to be deficiencies in levels of competencies of 
acupuncturists in the management of mental health, and this may lead to delays in the access of 
conventional treatment, thereby putting patients at risk:  
I think you try to act as an advocate for your patients, you certainly want to avoid harm 
to people, and sometimes harm with alternative health practitioners, sometimes means 
a delay in more conventional treatment.  So, a delay in diagnosis, so there are real 
harms. Many people think; well what’s the harm in trying such and such?  Well yeah, 
there can be real harm, because you’re delaying evidence-based treatment. GP008 
Additionally, GPs acknowledged that the treatment of mental health was clinically challenging, and 
the lack of competence was potentially endemic in healthcare:  
I mean mental health is an enormously difficult area.  There’s a huge amount of 
challenges from mild right through to severe, and I think with the best will in the world 
and the best training in the world, we never will be good or adequate at it, it’s a huge 
area, there’s a lot of challenges. GP002 
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Participants in this study highlighted the likelihood of inadequate competencies in the management 
of mental health generally and the risk of mental health patients not receiving, or delaying, the 
correct treatment. GPs acknowledged that while acupuncturists may be inadequately trained, they 
too also felt their own inadequacies in training when dealing with mental health patients. 
Safer options 
One of the key facilitators identified by GP participants for the use of acupuncture in mental health is 
the ability to offer a non-medical approach to treatment which provided them another option for 
care in dealing with complex clinical issues:  
People really appreciated non-medicinal approaches, and softer language, and touch, 
and results without having to resort to the pharmaceuticals all the time.  And so that 
kind of mind set among certain groups of people has really spread. GP001 
GPs also acknowledged that the risk of harm in acupuncture was very low compared to many 
conventional treatments that were offered. Some GPs stated that even if acupuncture was 
harnessing a placebo response, this was still preferable to treatment options which harboured side 
effects:  
And we do people a big disservice to be prescribing so many of these nasty chemicals to 
people, and minimising as a culture, minimising side effects, and telling people; oh, 
you’ve got to expect that really, or just not asking about it.  So, the nice thing about 
acupuncture is you know, the worst thing is, somebody lies there and gets forgotten for 
an hour. GP012 
The challenge identified by GP participants appeared to be in finding suitable safe options with 
minimal side effects, and as many CAM therapies, including acupuncture have an inconclusive 
evidence-base, the risk of harm versus the potential for safer options, needed to be weighed against 
options with a stronger evidence-base. For participants interviewed, treatments other than 
pharmaceutical routes were identified as potential options. 
Team approaches  
GP participants readily acknowledged that a team approach had the ability to strengthen treatments. 
When the focus remained on patient centred care, an integrative approach was likely to be suitable. 
This was the case, not only for mental health, but clinical practice in general: 
I think that’s really important.  And then as a team, knowing our strengths and 
weaknesses.  So you know, some of my colleagues can do things I can’t do. GP002 
if there was an attitude of acceptance of diversity that I don’t have to agree with the 
naturopath in order to talk to them, but that in my patient’s best interests, if all of the 
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people caring for them have a relationship, it then means that we could do a better job 
together than we can do if there’s no communication at all. GP003 
Participants noted that establishing standardised and regular feedback has the ability to build 
confidence and collegiality which will in turn benefit the patient: 
I guess if you will, between you and your colleagues, you know, starting to get into the 
habit of referring folks through, and if you get feedback from the practitioners and the 
patient that’s positive, you know it doesn’t take too long before you’re confidence grows 
in that modality, and I think that the patient ends up you know really being the one who 
benefits, which is the most important thing. GP006 
Collaboration needed to be differentiated from competitive models. The aim to get practitioners “on 
the same page” was supported by participants for the sake of patient care:  
If you approach it from the point of, your collaboration with the GP rather than; oh 
here’s someone else who wants to treat our patient so that they don’t come and see us, 
and therefore we’re left out of the loop.  I think that, you know that doesn’t go down 
very well, but if it’s collaboration with feedback and support, and can we both sort out 
this patient and talk to each other about it, then that can work really well, and you don’t 
sort of, yeah, you feel like everyone’s got the same agenda there, with helping the 
patients. GP014 
While not all GPs discussed team approaches for mental health care, those who raised it were in 
support of it when done properly and reiterated the need for the care to remain patient centred and 
non-competitive.  
Summary of theme four 
Mental health was identified by participants as a complex clinical area for a number of reasons: 
training is often inadequate across all professions, patients may be more vulnerable, and current 
treatment options do not necessarily meet the needs of the patients. The barriers for collaboration 
between general practice and acupuncture appear to lie predominantly around the identified issues: 
an apparent lack of awareness of the evidence-base and the suitability of treatment, and the 
assessment of qualification and competencies in treating this clinical area. The facilitators identified 
by participants are the ability to offer a safer treatment option, the ability to offer a treatment 
alternate to pharmaceutical interventions which may be preferable for some patients, and utilisation 
of a treatment option that has a low risk of adverse events. 
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5.2.5 Summary of key findings 
Key findings to emerge from these interviews were expressed in the overarching theme of GPs’ duty 
of care. This reflected the themes of; Communication - more than referrals; Evidence – only part of 
decision-making; Different worlds; and, Working with vulnerability. 
GPs saw themselves wanting to engage in communication beyond just referring to CAM practitioners 
including acupuncturists. However, they saw themselves as gate keepers and expected to be part of 
a feedback loop in which they were central to patient care. GP participants wanted this 
communication/feedback to be delivered in a way that was practical and compatible with the 
systems they already used.  
The theme ‘Evidence–only part of decision-making’ highlighted that evidence and efficacy do not 
always correlate, and the influence of patient choice and confirmation of accepted practices by peer 
groups also played a strong part in clinical decision-making.  
The theme ‘Different worlds’ captured how they GPs perceived acupuncture as being different in 
terms of philosophy and practical application. Participants also highlighted the confusion around 
scopes of practice in terms of the eastern and western style approaches of acupuncture.  
The theme ‘Working with vulnerability’ demonstrated the specific difficulties voiced by participants 
when communicating or collaborating about shared mental health patients. Participants were 
conflicted by the desire to remain patient centred, driven by the evidence but also to have the ability 
to offer safe and low risk alternatives. 
Overall the GP participants were guided by their duty of care. This influenced their clinical decision-
making, and also guided their interactions with other providers.  
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Chapter 6 : Qualitative findings (acupuncturists)  
6.1 Introduction 
This chapter presents the findings from interviews with 13 acupuncturists. It describes the attitudes 
and beliefs of these acupuncturists surrounding barriers and facilitators to communication and 
collaboration with GPs. Acupuncturists were interviewed to gain an understanding of how they 
perceived current practice and to identify strategies for future practice.  
Acupuncturists were interviewed using face to face or web based (Skype) semi-structured interviews 
as described in Chapter 3. These interviews focussed on: their current approach to practice, and any 
collaboration or communication with GPs that they had had previously, or were currently engaged in; 
their views on facilitators and barriers for future engagement; and a final section based specifically 
on experience working in mental health and any collaboration or communication with GPs regarding 
this. The approach to qualitative analysis is described in Chapter 3. 
6.1.1  Participant characteristics 
Thirteen acupuncturists were interviewed between May 2016 and August 2016 (see Chapter 3 for a 
detailed description of the sampling frame). Ten acupuncturists were interviewed after indicating 
interest when completing the initial quantitative survey. A further three were selected using 
purposive sampling to add diversity to the data set. Interview duration was between 45-65 minutes. 
Demographic characteristics of the participants are shown in Table 14. 
The largest group of acupuncturists interviewed completed their vocational training in New Zealand 
(5/13). The remainder trained in either Australia (3/13), Europe (3/13), USA or Asia (1/13 each).  The 
largest group of acupuncturists interviewed worked in rural/small town (5/13) or suburban practices 
(4/13), with a smaller number working in city practices (4/13). Most acupuncturists worked onsite 
with complementary therapies only (8/13), or in solo practices (4/13), with a much smaller number 
working onsite with both western (allied) and complementary medicines (1/13). No acupuncturists 
interviewed currently worked onsite in the same practice as GPs.   
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Table 14 Characteristics of acupuncture participants 
Participant 
Code 









ACU001 41-50 M NZ European Suburban ACU 3 NZ 
ACU002* 31-40 F Asian Suburban Allied + 
CAM 
4 Asia 
ACU003 51-60 F European Rural/Small 
town 
CAM 6-10 NZ 
ACU005 51-60 F NZ European City CAM 11-15 NZ 
ACU005* 41-50 F European City CAM 20 USA 
ACU006 41-50 F NZ European City CAM 6-10 Europe 
ACU007 61-70 F European Small town ACU 23 Europe 
ACU008 51-60 F NZ European City/Suburban CAM 6-10 NZ 
ACU009* 51-60 F NZ European City ACU >20 NZ 
ACU010 51-60 F European Suburban CAM 16-20 Europe 
ACU011 51-60 F NZ European Rural/Small 
town 
CAM >20 Australia 
ACU012 51-60 F NZ European Rural/Small 
town 
ACU >20 Australia 




CAM >20 Australia 
* indicates acupuncturist who is also western medically trained (either nurse or doctor) but who is a practising 
acupuncturist 
**some participants gave a specific number where others indicated a range only 
 
6.1.2 Chapter structure 
In this chapter, the overarching theme of the ‘We need to stop hiding’ and four themes have been 
used to structure the data. Figure 11 provides an overview of the themes reported in this chapter. 
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Figure 11 Acupuncture participants’ qualitative theme overview 
 
These key themes emerged in relation to the research questions with a particular focus of participant 
experiences of communication and collaboration, utilising a case study of mental health. Participant 
viewpoints have been reported along with any unexpected findings. The subthemes were defined 
during the coding process and were then grouped under broader themes in relation to the research 
questions for reporting in this chapter. Representative quotes are extracted from the interview 
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The aim of this chapter is to present the stand-alone findings. Their position in relation to the 
relevant literature will form part of Chapter 7: Discussion and integration of the findings. How the 
findings informed the toolkit development will be presented in Chapter 8: Recommendations. 
6.2 Qualitative findings 
6.2.1 Communication – more than just referrals? 
Commencing the dialogue 
Various themes and sub themes alluded to a sense of professional insecurity by the acupuncture 
participants. The underlying sense of a battle for acceptance could be felt in many of the responses. 
Acupuncture participants interviewed in this study emphasised that the responsibility of 
commencing the dialogue should come from them, rather than being initiated by the GPs. This was 
seen as a challenging, but necessary, step if relationships were to be developed:  
I think you’ve got to be prepared to go and talk to them and try and talk to them.  And 
that’s quite difficult. ACU003 
Participants highlighted that communication should be done for the benefit of the patient, and 
patient centred care should drive communication attempts. It was highlighted that it was the 
acupuncturists’ role to demystify practice (stop hiding) rather than the GPs’ role to uncover the 
mysteries:  
I think communication about a client would be very useful.  And I think also for 
acupuncturists to realise that. ACU007 
I think there could be definitely more dialogue.  I think you know, acupuncture is still a 
little bit of a mystery to most GPs, you know. ACU008 
Participants recognised that communication with GPs provided the ability to expand clinical 
opportunities. It was seen as a necessary step to clarify areas of expertise and to actively promote 
these. Acupuncturists talked about making the first move in order to be seen rather than hiding away 
and waiting for the mainstream providers to come to them: 
The only way we’re going to change the system is to start interfacing with the system.  
And we have to be seen. We cannot keep hiding away.  We have to say: this is what we 
can offer, this is what we can do. ACU009 
We’ll have to write them a letter and post it.  Well maybe they need to be more open to 
receiving contact from us as well. But perhaps we have to make the first move. ACU012 
Participants were asked for ideas on how to initiate and maintain dialogue, and to consider what may 
be stopping this from happening; time constraints in clinical practice was identified as a key barrier. 
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This was twofold: acupuncturists felt that the GPs were too busy and were unlikely to want to 
communicate, and acupuncturists who were busy in clinical practice did not see the need to 
communicate with other health care providers as their practice was already busy enough. Both these 
barriers highlighted a hesitancy to engage or to commence the dialogue:  
And let’s be clear, that the GPs aren’t motivated to change.  A: they’re busy, and B: 
they’ve got the system behind them.  It’s the acupuncturists that need to do all the work. 
ACU001 
I think convincing GPs that it’s a valid treatment option is difficult, because you’ve got to 
somehow get them to sit and listen.  And they just, and most of the time they don’t have 
time. ACU003 
I think people are just so busy, and they just don’t care about the whole profession, the 
whole community thing.  It’s a shame, but it just happens. ACU002 
I see 20 people a day, you know, I can’t be writing a letter to 20 GPs out there and say; 
oh by the way your client has a sore ankle and I saw her today, and I’ll let you know, you 
need to know. ACU011 
Participants also identified unsuccessful attempts to communicate, citing GP clinical administration 
as a barrier to communication; this had put them off further engagement. The professional insecurity 
of acupuncturists seemed evident with the hesitancy to engage:  
I’ve tried, I’ve gone ‘round practices, taken my business card, and you know you can’t get 
past the receptionist.  You know, I mean they are busy.  General practitioners are busy. 
And you know they’re going flat out, you know, seeing patients every 15 minutes, and it’s 
quite difficult. ACU004 
In addition to communication being time consuming, the desire to communicate was lacking with 
some participants. The rationale of ‘not being paid’ to communicate or collaborate was a barrier for 
encouraging communication:  
I don’t know when I did the last report for a GP about a patient they’ve sent me.  I’m very 
lazy, well I don’t really have time to do that, so… but I don’t. ACU008 
In fact none of them can be bothered, as we said.  What you’re finding out from the 
acupuncturists is no one’s paying me, so why bother? ACU011 
An interesting discussion by some participants was the reluctance to communicate, and issues 
around disclosure of CAM use by patients. Participants talked about patients coming to them against 
their doctor’s wishes, while others reported patients discussing acting against their doctor’s advice 
which made communication difficult: 
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It happened more than once that their doctors forbade them to come and they were like; 
oh look I really wanted to see you, but I’m really sorry, but my doctor wouldn’t let me. 
ACU011 
Participants discussed patients voicing dissatisfaction with GP care and coming to acupuncture as an 
alternative. This patient-GP conflict made it difficult for the acupuncturist to feel comfortable 
communicating with the GP:  
I did talk to her a couple more times about seeing a GP. She had a bad relationship with 
her GP; she didn’t feel her GP understood her, she felt that her GP just kept wanting to 
push drugs at her that she didn’t really even trust herself to take. ACU001 
Because sometimes the GPs, I mean I’m just thinking about one patient that I had who 
had, I’m sure she had post-natal depression, and she’d come from a GP who had wanted 
to put her on anti-depressants and she didn’t want to go on anti-depressants.  So I’m not 
sure that I would have necessarily routed her back to the GP. ACU003 
This subtheme highlighted that commencing the dialogue relies on the acupuncturists to initiate 
contact and continue with communication even when faced with barriers. Acupuncture participants 
highlighted that it was time to ‘stop hiding’, yet there was an underlying sense of professional 
insecurity acting as a barrier. Identifying facilitators and barriers for communication between groups 
highlighted some key areas. Facilitators included keeping the treatment patient centred and 
encouraging communication to honour this. Barriers to communication were time and willingness to 
communicate from both the participants and patients. It was acknowledged, however, that 
communication is necessary and about more than referrals.  
Filling the information gap 
Encouraging information sharing and finding ways to communicate that were more than referrals or 
feedback mechanisms, were seen as facilitators by participants for future collaboration. Educational 
opportunities to share information, and also to provide networking opportunities, were highlighted 
by the acupuncture participants as mechanisms to enhance collaboration. It was thought 
professional networks could be strengthened by building a presence at general practice conferences 
and other CPD activities, or finding other appropriate ways to ‘fill the information gap’:  
I mean I think it would be great for us to kind of have a presence perhaps, at uh, you 
know, I don’t know, one of the GP conferences in Wellington, to have you know, to have 
uh, some acupuncturists go and present, and sort of open up those discussions about 
how we could you know, strengthen those networks. ACU006 
Or I don’t know getting an acupuncture representative into a conference, medical... 
conference on anything that’s topical.  Yeah?  It’s a current issue, or something that 
people are interested in, you know, it’s…. I don’t know, but it is about de-mystifying 
acupuncture, taking it out of the back streets. ACU008 
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Both these participants noted that raising awareness by being seen and presenting information on 
acupuncture’s clinical scope would be a positive way to promote future collaboration and 
communication.  
Participants also discussed the need for face to face contact, in either a professional or social 
context, and that this played heavily on the likelihood of collaboration. Some participants sought 
active ways to create these opportunities. One participant utilised the opportunity to book a ‘sales 
representative’ slot with their local GP to be able to have the opportunity to meet face to face:  
I was quite cheeky. I would, when I first arrived in the area, I would book myself a rep 
spot with a general practitioner, you know, the medical practice and I would go with 
some cards and just do some chit-chat for ten minutes, fifteen minutes and say you 
know, I’m in the area, and this is the kind of thing that I feel comfortable treating, and 
you know, and just so I could meet and have a look. ACU008 
Physical proximity was also discussed as a facilitator for collaboration. Sharing facilities appeared to 
‘level the playing field’ allowing for ease of communication and enhancing sharing of knowledge.  
Participants stated that this not only increased referrals, but also provided opportunities to have 
conversations to discuss clinical cases: 
I think if we were, if we were physically in the same building, I think that does definitely 
just physically, being in the same building does bring people, there’ll be a lot more 
referrals. ACU004 
They were really good to be in rooms of people within an education setting with the 
whole gamut of health professionals in the room, and no one was better than the other, 
we were all the same, we just had different things to offer. ACU004 
So I might get them all together and introduce them.  So one of the things was that I 
could introduce people, because they were there, you know, there was that physicality, 
and the practitioners were talking to each other. ACU013 
Less formal suggestions, apart from sharing space and having a presence at conferences, were also 
suggested by participants as a positive way to allow practitioners to get to know each other. 
Participants saw the benefit in creating social opportunities to get to know each other with the 
realisation that the actual knowing of another practitioner would lead to a heightened chance of 
collaboration. However, for many participants it was still somewhat a puzzle as to how this 
conversation could be started: 
GPs sometimes don’t know what the real benefit would be.  Unless they know you, and 
unless they’ve had some feedback from their patients, they’re kind of out of the mould, it 
would really… I don’t know how you’d set it up though.  Yeah, if you caught a whole 
bunch of them and locked them in a room with an acupuncturist. ACU008 
 116 
Some acupuncturists had a sense of ease with social connections with general practice, when 
interactions were done socially, and the wall dividing the differing world views did not seem to be a 
barrier and the sense of professional insecurity was reduced: 
I find ways to speak with the doctors … I had social things with some of the GPs that I 
deal with.  I will see them at... you know we might go to a talk together, or we might you 
know go out to dinner or something like that.  And um, communicate that way. ACU013 
Participants reflected that less formal and more social interaction would be beneficial, although also 
stated that time pressures may prevent this from happening:  
You know it’s just hard, you’ll try and send an email, they don’t get it, or they get so 
many emails, you know, it’s really difficult.  And you know if you try and organise say a… 
like a little wine and cheese or something, you know, to try and you know, say hello, you 
know we’re new in the area, rah de rah, it just, you know they’re just overwhelmed. 
ACU004 
Participants discussed a comprehensive approach to enabling opportunities to get to know each 
other that would incorporate all three avenues of discussed interaction opportunities: investigating 
the sharing of professional knowledge and increasing presence at events such as conferences and 
seminars, investigating opportunities for sharing of premises between professional groups and 
highlighting the benefits of doing so, and suggesting an increase in social networking opportunities 
between professional groups. Some participants were creative in their approaches and looked for 
ways to overcome barriers. Overall, this theme uncovered the need to find ways to fill the 
information gap and allow acupuncturists to ‘stop hiding’.  
Us and them 
Participants interviewed felt the need to be recognised and validated by the medical fraternity. They 
felt that currently they were not taken seriously and expressed professional insecurity, and this had 
the ability to impact on relationships. They voiced a fear of rejection by GPs, and reported that this 
was also felt by patients undergoing acupuncture treatment, leading to a lack of disclosure of CAM 
use:  
I want acupuncture to be taken seriously by the conventional medical community. 
ACU001 
Many of them don’t even tell their GP they’re seeing me, because they don’t think it 
would be approved. ACU004 
Some of them, yeah, they don’t feel that it would be an accepted modality by a medical 
practitioner.  So they don’t feel that they would share that information. ACU004 
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Some practitioners expressed feelings of insecurity that their opinion would not be valued or taken 
seriously. They stated fear of rejection as a reason for not communicating. Acupuncturist 
participants’ insecurities about how they will be perceived by mainstream medicine and a fear of 
rejection was identified as a key limiting factor for communication. Participants felt that the idea that 
what they have to say is not valued often prevents them from saying anything: 
There are many reasons why communication breaks down.  And it doesn’t matter who 
it’s with, communication breaks down when people feel insecure. ACU011 
That’s why providers communicate, and maybe some acupuncturists don’t feel that their 
input is going to be seen as valuable.  So they’re doing what they’re doing, but not 
backing it, maybe?  I don’t know.  Or do they feel that the doctor’s too busy? I don’t want 
to bother them? ACU011 
It’s like some shame based thing. The fear… they fear rejection from the practitioner. 
ACU013 
Participants, while having good communications with other allied health professionals, did not feel 
the same level of ease with GPs:  
I have a relationship with a number of physios and I’m more likely to just flick them an 
email and say; thanks for sending so and so, she’s booked in, we’ve done this so far, and 
this is what we’re up to type thing.  But I don’t tend to do that with GPs, isn’t that 
interesting?  I hadn’t actually thought about that.  But I kind of feel like I know the 
physios better.  We seem to be more… more on a level perhaps? ACU012 
In contrast, participants felt it was unnecessary to defend their practice, and that if practitioners held 
their ground, attitudes would change over time:  
It really does, it has to come from us, and that’s the thing I keep having about… don’t’ 
fight or don’t think you have to you know, defend yourself.  You don’t you just need to 
stand there and just stand there.  They’ll get used to you after a while, and don’t be 
afraid. ACU010 
Acupuncture participants voiced the belief that GPs were ‘busy’ and ‘medication focussed’. They 
differentiated themselves from this type of care and thought themselves fundamentally different. 
Some saw GPs as a gateway to medication or referral rather than as treatment providers: 
I think if somebody goes to general practice, they expect um, to be given a prescription 
or be given a referral.  They probably don’t expect to be ‘treated’ as such.  Whereas if 
they come to us they expect, or they hope for, a solution from that treatment.  So I think 
that’s fundamentally different. ACU003 
Well my understanding of the way that GPs work, is that they look at symptoms and 
then they might look it up on the internet and see what medicines are for that, and they 
just say; ok well I think it’s this, and they decide that medicine, and then they write a 
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script, and you know maybe give you a little advice about some dietary stuff, or lifestyle 
change, and then they’re gone, the person’s gone. ACU005 
One of the ways that acupuncturists felt that they differed from GPs was in the consultation time 
with most stating that the pressures on GPs’ time made their job difficult:  
I think they’re very busy, I think they have a very short consultation time with their 
patients, and I think it’s quite a hard job.  Especially when you have people that are kind 
of…. You know, have multi-conditions and are on many medications. ACU006 
I think um, this is the feedback I get actually from patients, is that they just don’t get 
much time. They go in, you know, they’ve got 15 minutes, and they you know, the GP just 
needs to get to the nitty gritty of it fairly fast.  And they often feel like they’ve come away 
with medication. ACU006 
You know, they don’t have time, they don’t have the skills to talk.  They don’t have the 
time to talk.  And no I think their possibilities are very limited as well. ACU007 
Some acupuncturists felt that GPs did not know them or what they did in practice. They felt that 
acupuncture was a hidden therapy that was very separate from primary health care. This perceived 
isolation impacted on relationships between practitioners: 
It is happening in the dark and they don’t know what’s going on.  And there is no 
communication and how can anyone expect anything to change? ACU001 
I think they are not aware of us.  They are not aware of the existing of us and some of 
them, maybe not so open minded to know what acupuncture can do. ACU002 
Participants felt this separation was so vast that communication would not be possible. A minority 
voiced that there was no perceived benefit of the development of relationships apart from seeking 
validation, which was thought to be unnecessary: 
Why is it a benefit for acupuncturists to have good relationships with GPs?  Because their 
works here, and our works here. Do we really need to talk?  Maybe we need to ask 
ourselves that, and maybe no, they’re over there and we’re over here. ACU011 
And I think we need to be thinking about why do we even want a relationship? Who 
cares?  Who cares, we’re doing fine on our own, why do we want a relationship, what 
are we wanting to gain?  Recognition?  Validation?  Do we need to relate to them to get 
validation?  Or do we need to be validating ourselves, you know these are the things, 
why do we want these… you know? ACU011 
Overall, acupuncture participants’ perceptions of GPs are as very busy people, with a focus on 
prescribing, or referring to specialists. This perception of ‘busyness’ and separation is a key limiting 
factor for communication. 
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Acupuncturists’ professional insecurities about how they will be perceived by mainstream medicine 
and a fear of rejection is also a key limiting factor for communication. Participants acknowledged that 
identifying ways to address these perceptions and misperceptions will be critical to the development 
of effective communication and collaboration models. However, this was not a view of all 
participants with a minority expressing that they did not see a need for closer relationships and 
communication with GPs. 
Shaping the future 
And at the end of the day I think philosophically we were all the same, you know, we all 
were coming from the same place. ACU004 
Participants were asked what their views were on successful examples or models of communication 
or collaboration. The interviews investigated participants’ views on how to ‘make change happen’. It 
sought to discover participants’ views on what tangible things needed to happen to overcome the 
barriers to communication or to embolden known facilitators. 
Overall, participants highlighted that future developments needed to be time efficient and easy. The 
development or suggestion of anything seen as taking too much time or being too complex was seen 
as a barrier. Throughout the interviews participants stated the need for any future communication or 
collaboration models to be targeted to what was wanted and/or needed, to be time efficient, and to 
enhance practice.  
The written or spoken form of communication whether formalised or not, was still seen by 
participants as an effective way to communicate about shared patients. Participants had sought 
feedback from GPs about what information they would like to receive from providers, and acted 
directly on this information:  
We try to routinely write doctors letters, so basically you know, just letters to GPs saying; 
we treated your patients, this is what happened, they got there, they didn’t get better, 
these are our concerns, you know, that kind of thing.  This was done because I did a talk 
to a couple of groups of GPs and they actually requested that.  They said that as GPs they 
wanted to know what was going on with their patients. ACU001 
The GPs said they wanted a letter from us; it never occurred to me that they’d want to 
hear from us, frankly.  And if I hadn’t taken the trouble to try and arrange some meeting 
with some you know, GP practices, I wouldn’t have found that out. ACU001 
Conversely, another participant, who also sought feedback from doctors, was told that they did not 
want to receive letters and was told only to contact the doctors if a problem arose. The difference in 
feedback between the participants was interesting. The former was in a newly established clinic (of 
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less than 5 years) whereas the later had been in practice for longer and had previously shared 
premises with the local GPs, and was in a small town as opposed to a large city:  
If you want help, if you’ve got a problem, then just talk to us, but don’t keep writing us 
letters.  And that’s still the way I maintain it.  If I’ve got a problem or a concern, I’ll go 
back to them, and then generally I’ll pick up the phone. ACU003 
When I started working with them, I said; how do you want feedback about your 
patients?  And they said; we don’t.  And I said; what?  And they said; oh we don’t, we get 
so fed up with getting continual letters and physios and osteos and everybody about you 
know, I’ve seen so and so, and I’ve done this and done that, we only want feedback if 
you’ve got a problem. ACU003 
Participants noted that the handing out of business cards to other providers provided a visibility for 
onward referral or collaboration. Contact could be initially a phone call to establish suitability for 
onward referral: 
I mean they keep my business cards, they you know, often I’ll just get a phone call from 
one of them, and they’ll say; oh I’ve, you know, I’ve got this person here, they’ve got such 
and such, do you think you can do anything. ACU003 
It was noted that a phone call when there was concern raised about shared patients was an 
important and worthwhile step in ensuring adequate patient care. In the cases when this was done, 
feedback and experience of the communication had been positive:  
I have rung GPs directly about, if I’m really concerned about a client, and I’m really, I feel 
like I’m too in the dark, and I’m, and I really need some really clear information about 
exactly what is going on, I will absolutely ring the GP.  And the times I have done that, it 
has been very definitely worthwhile. ACU004 
Also discussed by participants was the usefulness of letter writing for a variety of things, not just for 
when there were concerns about patients. They found letters useful to thank GPs for onward 
referrals and generally keep them in the loop about patient progress. This was seen as a polite and 
necessary step in their practice, and again was thought that this should form part of undergraduate 
training and routine practice:  
So if you’re around other practitioners, or GPs in this case, or there’s that, the other thing 
is too, is to get us to see the importance of actually writing a letter back thanking them 
for the referral and giving them a progress.  I think that’s really important.  Or ringing 
them or emailing them or whatever you want to do.  Just keeping them in the loop.  I 
think it’s mainly about that.  I think it’s… the biggest thing is to start teaching 
acupuncture how to communicate better with other professionals. ACU010 
Overall letter writing and engaging in phone conversations about shared patients, either when there 
were concerns, or to update on progress, was seen as a necessary step in shaping the future of 
 121 
collaboration. Discussion with individual GPs and practices about frequency and content was 
identified as being useful to augment communication and collaboration opportunities.  
Time efficient methods of communication were suggested by participants. The development of a 
simple tool or template was suggested to enable ease of communication:  
If there is a sense that all your health professionals are working, you know, together, for 
the, you know, for your best benefit, I think it doesn’t have to be too onerous, and I don’t 
think it has to be, I think whatever the tool is, it has to be something fairly quick to 
communicate back and forth about. ACU006 
We just about need to develop forms that walk through proper communication of what a 
GP needs to know. ACU013 
Connecting electronically rather than through formal letter writing was preferred by most 
acupuncture participants due to the sense that this was more direct and more likely to be seen. It 
was also seen as a more time efficient way to communicate and less onerous than formal letter 
writing: 
Potentially just doing stuff by email would be better, because I think that’s sort of, it’s 
probably a bit more of a direct contact straight to the GP as opposed to… the letter that 
probably sits in the office for a while.  I don’t know, I think I would, I’m not sure. ACU006 
Summary of theme one 
Participants interviewed in this study were open to receiving referrals but recognised that 
communication needed to be about more than just referrals. Communication was required to allow 
an understanding of scope of practice, discuss patient treatment plans, and support shared care 
strategies. In many instances participants were aware that this needed to happen but were unsure of 
where to start, or stopped easily if there were failed attempts to commence the dialogue. 
Participants expressed a vulnerability when discussing feelings of professional insecurity or a fear of 
rejection, and this was identified as a barrier.  
Participants highlighted that shaping the future of communication and collaboration will need to 
incorporate multiple factors including: increasing opportunities to engage, both socially and 
professionally; determining effective models of communication and incorporating it in a systematic 
way, with day to day communication being targeted; and finally, continuing to focus on meeting 
patients’ needs and expectations in terms of provider communication. 
In summary, for the majority there was a willingness to communicate about shared patients with 
GPs, and participants are cognizant of the benefits of communication. But there remains a hesitancy 
caused by either failed attempts, professional insecurity, time constraints or lack of clear and easy 
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systems. A minority of participants expressed a ‘separateness attitude’ and did not see a need for 
closer relationships and communication with GPs. 
6.2.2 Evidence – a minimal part of decision-making 
This theme reports on participants’ views on the role of evidence and how these impact on 
communication and collaboration. The complex role that research plays in clinical decisions making 
was discussed by most participants. Many participants highlighted the need for research evidence 
and yet the limitations that this can lead to when communicating with other providers.  
In general, the impact research played in clinical discussions and decisions was perceived as minimal 
by acupuncturists. Although participants consistently raised research in the discussion, the 
relationship between research and clinical practice appeared, to them, insignificant, therefore the 
attempt to utilise the evidence to engage with other health practitioners did not necessarily seem a 
useful approach: 
It’s an older art I think, that could be why, I don’t need science to tell me that 
acupuncture works, you know what I mean? ACU011 
I find current research doesn’t transfer that readily into clinical practice necessarily, so 
you can read all the research and it doesn’t really say what you’re doing is better or 
worse. ACU011 
I think there’s a difference between research and clinical experience, and I think most 
doctors, GPs would agree with that.  There’s you know, evidence-based medicine and 
there’s clinical practice, and you know, both of those things are important. ACU006 
Research, doesn’t mean so much for me, because nothing works for everybody. ACU007 
It was interesting to note that participants felt that research played little to no role in the 
development of trust between practitioners and clinical experience, and patient exposure played a 
much more key role: 
It’s not until your name gets mentioned several times that you will be essentially on the 
list.  And I don’t think research papers would make the slightest bit of difference. ACU012 
None of those GPs shifted their thing of referring, or acting because of research.  They 
did it because of relationship, that’s what I think is working for me, is relationship. 
ACU013 
Participants acknowledged that the divide between evidence-based practice and clinical practice was 
most likely the case across many areas of health care:  
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And GPs, you know, to be fair, a lot of what they do isn’t necessarily backed up by 
evidence either.  We’re all flying in the dark; we’re all making decisions on the seat of our 
pants. ACU001 
Participants also viewed perceptions and opinions as being unable to be influenced by research, with 
biases going beyond science, and deeming this more of a limitation than the perceived lack of an 
evidence base. Another concern with the evidence was the sheer quantity of research available and 
the time required to engage with it: 
There is quite a strong, in a certain group of doctors, and I’m not restricting this to GPs, 
there is a personal negative bias which is actually… goes beyond science, in a sense that 
in some cases there might even be studies that back up why our treatments might be 
effective, but it’s an attitude thing. ACU001 
I think there’s some who are pretty anti, and so you know, you can find in the research 
what you want to find in the research and they’re bombarded with stuff anyway, so you 
know, do they have time to read it, do they want to read it… yeah. ACU003 
So it could be that there’s not enough evidence, and doctors are all evidence-based, and 
you know they read their journals, and it’s not published in the journal, then they’re not 
gonna necessarily know about it.  So that would be the main reason I think, that they’re 
not doing it. ACU005 
A further highlighted barrier, in regards to defining clinical practice by evidence, was the difficulties 
surrounding conducting research, and the time and cost involved to do so:  
Firstly, it’s very expensive to have research, so where do we get the money to do the 
research?  So all the you know, no, not all, but a lot of the Cochrane news say; you know, 
more research is needed, and that’s great, but where does the money come from to do 
the more research, so that’s a barrier. ACU006 
Conversely the same participant felt that research was imperative to raising awareness and 
increasing communication opportunities between acupuncturists and other health care providers:   
I think yeah, evidence-based research is really, really important for our practice, and it 
only will help to raise the awareness and the understanding of what acupuncture can do, 
so I think it’s really important. ACU006 
In summary, the role of research in the development of communication is complex. Participants’ 
relationship with research is varied, with the majority of participants stating its limitations in terms of 
influence on clinical practice. Participants are aware that research has the ability to raise awareness 
and ‘gain credibility’ within an evidence-based healthcare framework, but identify concerns about 
the ability to conduct, access or read research.  
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Patients as advocates 
Acupuncture participants discussed personal stories and experiences of receiving acupuncture as 
impacting on communication with other providers, including GPs. Participants discussed how patient 
experiences often acted as a facilitator when the patient advocated by sharing success stories:  
I’ve seen a blind clinical case trial done on myself.  And what it boils down to, and my 
orthopaedic surgeon’s call was that I was able to offer what he didn’t offer, his skills, 
something that actually changed what he was able to do. ACU009 
Participants recalled that when patients discussed acupuncture’s impact not only on their condition 
but other aspects of quality of life and had consistently reported changes to GPs, it had the ability to 
impact on clinical practice. This included the successful management of a single condition which 
often created interest or curiosity in acupuncture’s potential:  
It was a client who was a terminal cancer client who actually found out about me from 
outside of the area.  Contacted me, came, and got treatment for the pain and stuff, and 
the change in him, would get on and off tables and he was doing little jigs and things, 
you know, like he was feeling no pain and he could walk and things again. That started 
to spark the GP’s interest, and she started to realise actually there was things which 
could be helped. ACU013 
I think if you just did that one thing, just that, then you will open up doors.  People go; 
‘oh God that was really amazing, what else does it do?’ ACU010 
Participants discussed that when patients fed back directly to doctors, this seemed to 
provide more positive actions than direct contact from the practitioners themselves. 
Participants noted that it appeared to take multiple positive patient experiences to 
encourage doctor collaboration. Participants also discussed that sometimes GPs wanted to 
experience acupuncture for themselves before recommending it to patients:  
I get a few positive feedbacks to the doctors from the patient which I think works better 
than me pounding out letters. ACU008 
Sometimes it’s taken them two or three of their clients to come back and then it starts to 
hit home, and then they’re interested, and then they put themselves on the table, so they 
come in and experience what’s going on. ACU013 
Participants emphasized that patients, when acting as advocates, seem to enable communication in a 
number of ways: when the GP had experienced acupuncture themselves, or seen a patient’s 
condition change because of treatment, it encouraged engagement. The key message from 
participants in this subtheme was to encourage patients to disclose CAM use to their GPs and to 
support patients as advocates if they felt acupuncture was effective for their own condition.  
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Supporting patient choices 
Acupuncturists interviewed emphasised the importance of allowing the patients to determine the 
level of communication and collaboration they feel most beneficial to them. Participants discussed 
patients being the leaders in their care decisions, and that the practitioner’s ability to support this 
was through empowering patient choices and encouraging patients to discuss their care with all of 
their providers. 
Participants discussed letting the patient guide the communication, and that communication with 
general practice was based on an informed consent process: 
I mean I’ll never go to the doctor without talking to the patient first, but quite often I will 
contact the doctor directly.  If I’ve got concerns I’ll say to the patient: I’m sort of not 
happy about this, and I’d like you to go back to the GP and talk to him or her.  And, but 
would you like me to give your GP a call, and often patients go: oh yes, that would be 
great, and then I’ll just, I’ll give the GP a call. ACU003 
Participants suggested that focusing solely on interprofessional communication and collaboration 
may distract from patient centred care, and the patient needs to remain as the central link: 
I mean I think maybe the patient’s the link.  And you know, I mean that sort of 
technological link is useful, but… but I don’t know, I mean you sort of need your practice 
to revolve around the patient rather than… the patient’s almost secondary to the 
practice at the moment. ACU003 
If we took that focus of the third party, which is the most important party, which is the 
client, then it would potentially allow more working together over the needs of that 
person, rather than who’s on top. ACU013 
Enabling, or empowering, the patients to make choices by acknowledging what choices they have 
was also seen as important by acupuncturists. Participants stated that communication was unlikely 
to benefit them personally, but it may be of benefit to patient care:  
I don’t know at this stage, how I would benefit from it. I mean I would benefit from 
it in terms of, I don’t know how I would benefit from it.  And I don’t even know, I 
mean it’s more to do with I guess the patient.  Yeah, it’s probably more to do with 
enabling them to, well not enabling… allowing them to see that there’s probably 
some more options available to them. ACU010 
We need champions and leaders 
While none of the acupuncturists interviewed identified themselves as industry leaders in change, or 
specified those who were in these roles, many identified the necessity for the profession to identify 
and support the development of industry champions and leaders. Participants highlighted that more 
than evidence driving practice change, most collaborative and communication opportunities would 
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require the driving forces of either individuals or leaders with the desire and the skill set to enable 
change.  
Participants also noted that the training of acupuncturists in models of communication was seen as a 
useful way to promote future potential to collaborate. Participants highlighted that this training 
should form part of the acupuncture undergraduate education curriculum, and graduates working 
alone in private practice were unlikely to have the skill set to engage in a productive way with other 
health professionals:  
It’s not enough to teach TCM to acupuncturists and do some western med on the side.  
They need to be taught how to communicate with doctors.  This doesn’t come naturally 
to a lot of acupuncturists.  So there is a communication break-down. ACU001 
Participants acknowledged that change would happen slowly and required persistence and 
perseverance. The need to hold onto the professional standing of acupuncture in its own right and to 
overcome professional insecurities, and not as an add-on to mainstream medicine, was seen to be an 
important component of shaping the future: 
It takes those of us who honour Chinese medicine to keep on dropping the stones in the 
pond.  It doesn’t matter if we don’t get listened to, it doesn’t matter if we get ridiculed, it 
doesn’t matter if people write us nasty letters, you just have to keep dropping the stones 
in the pond.  ACU009 
Participants encouraged speaking out and promoting the profession in a unified way in order to stop 
hiding. Participants encouraged acupuncturists to have the courage to put themselves in the line of 
sight of other practitioners:  
Chinese medicine practitioners, naturopaths and other allied health professionals.  
Starting to stand up for what they believe and what they do, and how they contribute 
and help people.  You know, silence gets you nowhere. ACU009 
We need to encourage our members to literally front up to well, you spoke at the GPs 
conference.  Those sorts of, you know, at that level.  Or even with their local medical 
centres, go in and you know, do they do local CPD, can I come along and talk to you, that 
sort of stuff.  Encourage them to do that. ACU012 
Acupuncturists need to be seen as being willing to actually stand within the health 
professional collective and be part of it.  That comes from us. ACU010 
Overall, participants supported the development of practitioner skills in communication and the 
development of industry leaders to drive the change. There is a reluctance by participants to lead this 
challenge but an overwhelming support for this to happen.  
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Legislation framing practice 
Acupuncture participants discussed the role of regulation of practice through statutory regulation. 
This was seen to be an important facilitator for communication and collaboration, and it was agreed 
that regulation under ACC, and the move towards incorporation into the Health Practitioners 
Competence Assurance Act (HPCAA) 2003 was a necessary step for the development of future 
collaboration opportunities. Through many of the interviews, acupuncturists discussed the role of 
ACC legislation and its impact on practice. Being regulated by a third party was seen as strength for 
the profession by some, but a limitation by others. Some practitioners discussed the ability to treat a 
broader range of patients with subsidisation, and the recognition within health care that ACC 
legislation provided. It was also identified that the association with ACC had limited the development 
of the profession in areas outside clinical areas covered by the legislation framework (accident 
related injuries): 
I think ACC is of enormous importance. ACU007 
ACC really helps; because you become you know, as an acupuncturist covered by ACC, 
you are in the main frame of treatment providers.  You don’t have to kind of scurry 
around the edges. ACU008 
The ACC system is a powerful driver of what appears in our clinic, because it gives people 
access. ACU011 
ACC has almost held back acupuncture progress in New Zealand.  People in New Zealand 
only think of acupuncture as being for pain and for musculoskeletal conditions. ACU012 
Participants discussed the application by the profession for regulation under HPCAA (2003) 
legislation and how this was seen as a positive way to raise the standards of the profession. It was 
noted by some that the quality assurance of being statutorily regulated would improve 
communication and collaboration possibilities. Participants voiced concern over current self-
regulation process, how this was viewed by the wider health community, and how this was impacting 
on the ability to interact with other health professionals. Participants discussed the role of the 
HPCAA, and the regulatory boards. Participants were aware that the role of these boards is primarily 
to protect the public from poor practice, to review and promote the competence of health 
practitioners, and to recognise, accredit and set programmes to ensure the ongoing competence of 
health practitioners. Although self-regulated professions accord this role to their professional bodies, 
participants largely saw the benefit of the move to statutory regulation:  
We’re not a regulated profession, because we have to sort our stuff out. ACU004 
I think it’s a lack of understanding and awareness about yeah, how acupuncture works, 
you know how we’re trained, what kind of level of qualification we have.  Yeah, I mean it 
will be also interesting to see whether there’s anything to do with um, if we were to 
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become a statutory regulated, whether that would change their opinion, or again give 
some confidence to medical practitioners as well. ACU006 
I think the average quality of New Zealand acupuncturists are not that good, so that 
makes the collaboration a little bit difficult.  I guess sometimes the GPs or other 
professionals do not trust acupuncturists so much. ACU002 
Being regulated under HPCAA (2003) legislation was also seen as an important driver by participants 
for increasing credibility of the profession; more so than third party regulation via ACC. Overall it was 
felt by participants interviewed that increased regulation would improve collaboration opportunities 
and help build a trust in the competence of practitioners. 
Building trust 
Participants in this study discussed the importance of developing trust between providers. Trust was 
built when relationships were established, and competence was determined. Participants noted that 
this was predominantly done through word of mouth. The importance of being known within a 
community was seen by participants as being an integral factor in establishing communication and 
collaboration networks. When practitioners were established in the same place over a period of 
time, this allowed for these connections to be built: 
I do think that the word of mouth and the personal experience is still the most important. 
ACU012 
I’ve stayed in the same place for a long time, so, you build connections. ACU008 
It probably quite easy for me when I came back here to immediately sort of pick up a 
business, because I had those networks, so was quite well known locally, through the 
sport and clubs and stuff. ACU003 
I think the other main lot of referrals I get is word of mouth now.  Because I’ve been in 
the area for over ten years, and I find that you know, people say; oh my friend told me 
about you. ACU004 
Participants highlighted that adopting a western approach to care helped to facilitate communication 
and build trust. This was described by some participants as a devious, Trojan horse or ‘back door’ 
manoeuvre, but others found it a useful step towards integration. The adoption of western style 
acupuncture by other providers was also seen by participants as a potential facilitator due to its 
ability to raise awareness of clinical possibilities for acupuncture utilisation: 
Do you get in by being a Trojan horse?  You provide something that the dominant system 
feels comfortable with, so they pull it off the beach and they pull it into the system. And 
then what they don’t understand is that once they start to feel comfortable with having 
the Trojan horse, which is Chinese medicine sitting in the system, you open the door of 
the horse, and goodness me, there’s about 1000 Chinese medicine practitioners up and 
down New Zealand who are all there, able to actually help to change the understanding 
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that the western medicine system and the fears and the prejudice of the western 
medicine has towards the system that is different from what it offers. ACU009 
Physios are in the front door, and I think acupuncture is still coming in the back door, 
unfortunately.  To change that, do we have to speak their language? ACU011 
Participants discussed deconstructing stereotypes and the association with being ‘alternative’ 
practitioners to help build trust. This was identified as a useful ingress to working constructively with 
other health professionals:  
And for us to be taken seriously by the establishment, we have to behave like we’re in 
the establishment.  If we hide in back rooms, and wear funny clothes, and burn lots of 
incense we’re probably not going to get much respect from the medical fraternity. 
ACU001 
The adoption of a western style approach to visible clinical components such as clinic style, dress and 
language supported a move away from this stereotype. Choosing to act in a similar way to the 
dominant medical model was seen as a useful way to facilitate engagement, and again, build trust. 
Participants discussed attempts to adopt a medical style clinic to work constructively with similar 
clinics operating in the mainstream model:  
When you walk in you would never know it was an acupuncture clinic really, unless you 
looked at the shelves and saw acupuncture needles everywhere.  We take people’s blood 
pressure. And we write letters to the doctors, which we’ll talk about later I guess.  And 
we just try to work as constructively as possible. ACU001 
Our style, might seem weird to talk about branding, but we position ourselves as being a 
medical clinic, so we de-emphasise the Chinese aspect or the traditional aspect of what 
we do. ACU001 
Overall participants suggested that adopting a western framework for clinical practice, at least on the 
surface was seen as a facilitator for communication and collaboration and assisted in the building of 
trust. Deconstructing stereotypes through a process of ‘blending in’ was also seen as way of building 
trust, as was maintaining a practice within a certain geographic location for a period of time to allow 
relationships to develop.  
Summary of theme two 
Overall the role of evidence in developing communication and collaboration pathways was complex. 
Participants felt that the apparent lack of evidence or lack of awareness of the evidence did not 
feature highly as a barrier, although some participants indicated that increasing the evidence-base 
would be a facilitator. Research, while important often does not portray clinical practice and thus has 
its limitations when discussing collaborative models. Participants reported that patients acting as 
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advocates for a therapy, or the development of trust through relationship building, impacted more 
on the development of interprofessional relationships than a focus on the evidence base.  
The demonstration of competence was seen as pivotal and could be achieved through third party 
regulation such as through legislative frameworks and also though the development and support of 
industry leaders willing to champion the therapy at different levels of policy and influence. The data 
also identified that the development of trust was pivotal to the building of a collaborative 
relationship, and this is possible through personal and professional connections and being well 
known in a geographical area of practice.  
6.2.3 Different worlds 
This theme reports participants’ viewpoints on the barriers to integration from using a differing 
paradigm/world view into a mainstream framework. Acupuncture participants highlighted the 
limitation of using the philosophical framework and unique traditional Chinese medical language 
when engaging in communication and collaboration attempts. The uniqueness of the language and 
philosophy of Chinese medicine potentially increased the feelings of separation and isolation:  
It is a completely different world, and as long as you stay on paradigm, and don’t want 
to walk out of it, it doesn’t make any sense. ACU007 
Because it’s a, you know, Chinese medicine’s got a different framework, and has a 
completely different language, and yeah, maybe it seems slightly odd, or yeah, it doesn’t 
have the basis, the primary basis is not within western medicine, it has its own 
framework. ACU010 
So you know, when we talk about Chi and blood, and the Hun and the Po and all those 
things, they just go: I don’t get that. ACU006 
Western versus eastern model of care 
Another barrier for collaboration identified by acupuncturists was the confusion around the 
definition of what an ‘acupuncturist’ is as opposed to the practice of ‘acupuncture’. Participants 
discussed the difficulties of many other modalities adopting forms of needling, and how this has 
made it increasingly difficult for other health care providers to identify and differentiate traditionally 
trained acupuncturists. It has also impacted on the sense of professional insecurity. Acupuncture 
participants felt strongly that their style of treatment was different; however they acknowledged 
that most other health providers were unlikely to know the difference.  
Acupuncturists expressed concern at the adoption of needling by other professions, but did not 
discuss potential modes of action for addressing their concerns: 
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Physios have learned to put needles in people, but they haven’t learned the skill of 
Chinese medicine, and that is the difference, and I think there is… it is partly the physios 
as well.  If they write on the cards; a physio and acupuncture, yeah, how can people 
know that they are not trained acupuncturist?  Nobody knows.  And I think that is a 
problem. ACU007 
Owning respect for Chinese medicine as a system in its own right.  Not as something that 
is plagiarised by the dominant western system.  So physiotherapists who do acupuncture, 
they don’t do acupuncture per-se, they put needles in based on a quasi-western 
understanding of what Chinese medicine is all about.  So that is not acupuncture, that’s a 
tack-on into the system. ACU009 
You know, TCM, and then you have medical acupuncture. And then you can have 
acupuncture weekend courses for physiotherapists and you have acupuncture courses for 
osteopaths.  So lots of people tend to dabble. ACU008 
If you’re going to have acupuncture, you need to go to an acupuncturist, not someone 
that has done a little bit of….. a weekend course or something. ACU012 
Acupuncturists felt that the eastern style approach to acupuncture had scope beyond 
musculoskeletal treatments and likened it to symptom based treatments versus a holistic approach: 
I would say that the results are better with classically trained acupuncturists. And 
western trained acupuncturists are mostly just working with musculoskeletal issues and 
their results, from what I hear, aren’t as good because they’re not doing the systemic 
kind of diagnosis and treating the person at the root level.  They’re just treating the 
symptoms. ACU005 
The lack of ability to differentiate between the two styles was identified by participants as a barrier. 
This was identified as an issue concerning both patients and other health care practitioners: 
But of course clients are coming to me; oh I had acupuncture, oh really? Where did you 
have it? Oh a physiotherapist, so that of course is happening more and more.  Yeah, so, 
but more and more people, and that’s why the physiotherapists are doing the 
acupuncture, because that’s what clients want.  Clients want acupuncture. ACU011 
Not only the GPs don’t know the difference, the public don’t know the difference. 
ACU012 
Participants noted that the acceptance of western style acupuncture had led to the belief that 
acupuncture was already part of the mainstream:  
Western medicine is smiling and saying; well acupuncture is sort of mainstream.  They’re 
not talking about Chinese acupuncture, they’re talking about the type of acupuncture 
that osteopaths and physiotherapists… you do a little bit of minimal training in the 
western model, they’re talking about that as being mainstream.  They don’t know the 
difference between the two. ACU009 
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Acupuncture participants highlighted that in many instances acupuncture is only associated with the 
treatment of pain. Participants voiced that this is due to the association of acupuncture with the 
western style model of dry needling, and additionally it’s linkage with ACC for the treatment of 
accident related injuries: 
I think it’s somehow more intuitive for people, whether that makes sense or not.  That 
acupuncture might be better for, I don’t know, knee pain, than, you know, depression.  I 
think physios do, you know, acupuncture, and they have, possibly, and this is only a 
theory, made it more widely accepted and more conventional in that area of work, than 
other areas. ACU001 
Picking up the pieces  
There was some variation in participant viewpoints about where they fitted in the current New 
Zealand model of health care. Some participants identified good working relationships with 
mainstream medicine, and saw their role as working effectively alongside standard care, and having 
the potential to pick up the missing pieces. Others felt isolated in practice, voiced professional 
insecurity and demonstrated a lack of willingness to be part of the standard care model, feeling more 
of an ‘us and them’ mentality.  
The role of acupuncture was seen by participants as primarily a therapy to try when mainstream 
medicine had failed, or results had been unsatisfactory, or when there were significant side effects 
from mainstream treatment. These discussions fell into the theme of ‘picking up the pieces’. 
Acupuncturist participants felt that patients and other health providers, including GPs, would 
consider working with them when other things had not worked, rather than as a provider of first 
point primary care:   
I mean I guess most of them have tried other things first. ACU005 
I guess they’re only referred to me when they cannot solve the problem. ACU002 
They only refer to me when they feel they can’t help them anymore. ACU003 
Participants felt that acupuncture’s strength, however, was in the provision of a preventative 
treatment framework. Some acupuncturists discussed this as being a reason for becoming interested 
in acupuncture as a therapy, while previously being trained in other forms of mainstream healthcare 
(one nurse and one western trained doctor) and then moving to acupuncture later in their 
professional career: 
I also felt that the medical system probably only dealt with one side of what was going 
on for people.   I thought there was a lot more to it than that.  Also probably more 
interested in prevention rather than you know, working at the other end. ACU006 
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And I think that, you know, acupuncture’s real strength is prevention. ACU005 
Education and standards 
Participants commented on the role of acupuncture education in determining competencies and 
therefore impacting on communication. Most had concerns about the level of education offered in 
the New Zealand context, concerns about the level of education further reinforced feeling of 
professional insecurity: 
I think the Acupuncture School is not good enough.  I think the average quality of New 
Zealand acupuncturists are not that good, so that makes the collaboration a little bit 
difficult. ACU002 
Another concern voiced by participants was that acupuncture was taught outside the university 
system in New Zealand, which limited its credibility and the ability to determine competence: 
But yeah, I think that in the public’s eye, if we were in a university and we’re within, you 
know, integrated practices, it does normalise it more. ACU004 
People can be coming with you know, a degree that they’ve bought, or an actual degree. 
ACU008 
There were also specific concerns raised by participants in relation to education, particularly about 
the lack of content in acupuncture courses on communication specifically: 
I think we’re very fringe.  I think we’re kind of accepted you know, kind of accepted. Like 
I, personally, I think I get really um, yeah, I think actually there’s a perception that we 
don’t have a good enough understanding of western sciences, western medicine and 
then maybe in some cases that is the case, but in some cases it’s not the case. ACU010 
Concerns by participants about the standard of education also continued into what was offered at 
the postgraduate level as well as continuing professional development (CPD):  
Yeah, and I think I would like to see the standard of continuing education, the bar raised. 
ACU005 
Overall the concerns raised by participants’ regarding education in terms of its content, position in 
the education sector, and what was offered as post graduate or as CPD were identified as barriers to 
communication, as the level and quality of education were seen as a clear link to the determining of 
competencies.  
Summary of theme three 
This theme identified challenges to communication and collaboration due to differing world views. 
The unique philosophy and world view of traditional Chinese medicine may be seen as a barrier to 
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communication. Concerns were raised by participants about the adoption by other practitioners of 
certain styles of needling practices as this has added to the confusion around scope of practice. 
Participants stated that the definition of acupuncture and its adoption by other westernised 
modalities created a belief framework that acupuncture was limited to management of pain and 
musculoskeletal conditions.  
Acupuncture participants highlighted their role within the health system as one to ‘pick up the 
pieces’, but also saw the role of acupuncture as a preventative medicine. Participants highlighted 
their concerns surrounding education of acupuncturists in New Zealand and how its position outside 
the tertiary sector presents a further barrier.  
6.2.4 Working with vulnerability 
This theme discusses acupuncture participants’ viewpoints on the treatment of mental health 
patients, and if management, collaboration or communication surrounding this specific patient group 
differs from that of other patient groups. Mental health patients were identified by participants as 
being treated differently to other patient groups by many acupuncturists. While participants saw 
mental health patients frequently in clinic, they expressed concerns about inadequate training to 
manage the vulnerability of these clients.  
Conversely, acupuncture participants felt that they could offer mental health patients something 
valuable with their treatments. Participants highlighted that acupuncture was a safe treatment 
modality with minimal side effects. Participants also reported that acupuncturists had more available 
treatment time than GPs. 
Participants noted that in relation to mental health clients, the need for collaboration and 
communication was increased due to the increased risk of relapse and self-harm. 
Mental health patients were described by participants as more vulnerable than other patient groups 
that they encountered in clinical practice. Acupuncturist participants voiced concerns about 
treatment effectiveness and what this could mean in terms of patient outcomes. Participants viewed 
mental distress differently to physical distress; it was thought that the damage could be worse from 
mismanagement of mental health symptoms compared to management of purely physical 
symptoms:  
I think it’s quite a specialised area in which you could actually do some damage if you 
don’t know what you’re doing. ACU003 
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Participants voiced concerns about the vulnerability of patients in terms of being financially 
exploited, or being seen to be so. This prevented them engaging in practice. There were concerns by 
participants about acupuncture as a viable treatment for mental health, which highlighted 
participant concerns surrounding education of acupuncturists around the treatment of mental 
health, and the attainment of mental health specific competencies:  
I think they are vulnerable patients.  I think that there is the concern that with 
acupuncture, or even any of the other complementary therapies, there’s a tendency to be 
bringing people in.  You know it’s a nice little money earner, rather than necessarily a 
viable treatment. ACU003 
I think, they worry more about the safety or the vulnerability of mental health clients, 
you know, when someone’s in pain and you can get them out of pain, they can kind of 
see that that could be valuable.  When someone’s depressed, they feel like there’s more 
of an opportunity for an acupuncturist to kind of you know, manipulate them and rip 
them off, and there’s this real, I guess concern about their safety. ACU012 
Participants also considered the invasiveness of acupuncture, i.e. the insertion of needles, to be a 
barrier for the acceptance of acupuncture in treating mental health patients:  
They were still in that mentality of; oh my God you’re putting needles in that, it’s so 
invasive, it’s invasive and these people have got invasive issues, so therefore, it wouldn’t 
be safe. ACU013 
Participants voiced hesitancy to shoulder the full responsibility of mental health patient 
management, stating they would refer on, as mental health was not within their scope of practice. 
Mental health appeared to be the main area where acupuncturist participants stated that would 
prefer to not be the primary point of contact for care: 
And at the very least the GPs qualified to make a decision and they are the one who has 
the ultimate duty of care to make that decision and I want them to make it, not me. 
ACU001 
I feel I don’t have the right to do so, and I don’t want to have the….. I don’t want to 
shoulder the responsibility for that. ACU002 
I would refer them on, that’s not my area. ACU012 
Overall the barriers identified by participants for working in mental health seemed very different to 
working in other areas of health care. This was a key area where acupuncturist participants voiced 
concerns surrounding deficiencies in education and a lack of confidence in the management of these 
particular patients. Acupuncturist participants voiced concern about the vulnerability of this group of 
patients and the risk of poorer outcomes and how this might impact on both the patients’ outcomes 
and their clinical practice. 
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Questionable competencies 
Acupuncture participants thought it would be clinically irresponsible for acupuncturists to work alone 
in the management of mental health patients. They raised the issue of patient safety if new, and 
potentially inexperienced practitioners, attempted to do so: 
I don’t think I can solve all the problems. ACU007 
I think that with some acupuncturists, especially new ones, they have the illusion that 
they have the answer for everything.  And that is, I’ve seen it more and I think it is 
dangerous.  We don’t have the answer for everything. ACU007 
Many participants interviewed did not feel qualified to treat mental health patients.  Acupuncturists 
were often unfamiliar with the terminology of mental health illness and the variety of possible 
medications associated with mental health treatment:  
I don’t often follow up on the mental emotional cases, because I don’t feel it’s my 
specialty. I don’t feel that I’ve had the training, and you know I’m there just as the person 
on the side. ACU008 
I think from my perspective, I, one of the reasons I wouldn’t want to treat all mental 
health, is that I don’t feel that we were sufficiently trained in that area.  I mean you 
know, it’s huge. ACU003 
I definitely don’t know what all those medications are. ACU006 
Participants acknowledged that current models of mental health care are often incompatible with 
patient choices, or unsuccessful at managing symptoms, but felt unqualified to complete 
assessments, be the primary provider, or to make treatment recommendations: 
And I did feel that she needed better care.  I didn’t feel that she was… her mental health 
was being managed, and I also didn’t feel that I was qualified to take that burden on 
myself. ACU001 
Participants highlighted that it was not unusual for mental health concerns to appear over a course 
of treatments, even when not presented as the primary reason for visit. However, when mental 
health concerns were raised, practitioners often felt unskilled to address these effectively:  
I noticed very soon that I have people who often come for a long time and that they 
started to share with me all their problems.  Emotional, mental health problems and I 
didn’t feel very qualified for that. ACU007 
These interviews highlighted that acupuncture participants felt that the acupuncture training in 
mental health could be improved. Participants voiced that building practitioner competencies in this 
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area will be useful for future success in implementing a collaborative approach and also enable the 
development of a more effective mental health workforce. 
Safer options 
In contrast, many participants recognized a place for acupuncture in the management of mild to 
moderate mental health clients, specifically around those who were medication resistant or non-
compliant or who suffered from side effects of medication. Participants highlighted that, even 
though they were not confident that they could make the person better, they were confident that 
they wouldn’t make them worse, so saw acupuncture as a useful recourse for those who were 
looking for an alternative to medication: 
And she’d had a terrible reaction, she felt more unwell than she’d ever felt, and she was 
determined that she wasn’t going to take any more medication.  So I spoke to her doctor, 
I rang her GP, spoke to him and said: look this is what she wants to do, I can’t guarantee 
that I’m going to be able to make a difference, but why don’t we give it a try. ACU012 
One aspect of mental health care that acupuncturist participants identified as being a useful adjunct 
to standard care was the ability to create a safe environment for patients to share their stories. 
Participants thought that a large component of their treatment of mental health patients was the 
creation of this safe space and the ability to listen: 
I think the time is quite important, because if people have got time they’ll share that kind 
of stuff with you.  And often they just want someone to just be there.  And they know 
they can say whatever they like in my room and it’s not going anywhere.  Like with any 
health professional, it’s a safe environment, and I think that might be half the treatment 
even.  Somebody just you know, listening. ACU004 
Participants discussed that mental health patients often felt a shift in their symptoms due to the 
creation of this safe healing space where stories were shared:  
You know, and people do, people come in and they you know and they download, or they 
cry or whatever, and they go out saying; oh I feel so much better. And I think well 
probably, actually, because somebody sat down and listened to you for, possibly 45 
minutes, and you’ve just been able to go; here you go. ACU003 
Participants suggested that it was important for mental health patients to have the time to feel that 
they are listened to and that acupuncture appointments are often between 45-60 minutes hence 
there is time for this space to be created:  
And they feel heard and they feel listened to, and they feel yeah, that you’re taking a bit 
more time with them.  That’s what a lot of people say.  And I think it also allows time to 
develop trust more. ACU006 
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Participants felt that they were given a view behind the curtains, and that patients felt that the 
environment was safe and the trust was developed to the point where stories were shared:  
I hear a lot of stories. Of course I’m allowed to look behind curtains. ACU007 
Many participants voiced that one of the strengths when working with mental health patients was 
the lack of side effects from acupuncture. Participants stated that it would be useful to try a method 
such as acupuncture first before using medications as the risks of side effects were far lower. Due to 
its lack of side effects acupuncture was viewed as a safe option: 
I would tend to say… try the acupuncture, and if it really isn’t working, I guess there are 
still the pills. ACU001 
Acupuncture is, as, or more effective than other treatments, and it doesn’t have the side 
effects, and it is safe. ACU001 
Team approaches 
A positive outcome of discussions with participants around mental health care was the 
acknowledgement that in these cases a collaborative and/or team approach may lead to better 
outcomes. Participants noted that when a patient was in a more vulnerable state, a wrap-around 
team approach could offer a more supportive model: 
I guess the mental health patients who are at a slight vulnerability, then perhaps needing 
a group approach to their care is important. ACU010 
Participants discussed working more closely with other health professionals when working in mental 
health, and how this was thought to maximize treatment approaches:  
I think it would be really nice to have a, you know, to work more closely with them, and 
say right you know, this is a patient’s, this is what you’re doing, this is what I think I can 
do so we’d have a combined approach to this, rather than everybody just doing their bits 
piecemeal. ACU003 
Participants identified mental health patients as being slightly different and potentially requiring 
more shared care. Participants stated that a development of trust is required, not only between 
clients and practitioner but also between practitioners who are working together with mental health 
clients:  
Trying to work out whether it’s important to collaborate, and I guess the mental health 
patients who are at a slight vulnerability, then perhaps needing a group approach to 
their care is important, but developing and building that trust when we don’t know each 
other very well in terms of our professional scope, especially, I mean we know what GPs 
do, they don’t know what we do. ACU010 
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Summary of theme four 
Mental health was seen as a specifically different landscape to other health conditions by 
participants in this study. Participants identified the strengths that acupuncture could offer, in 
particular a safe treatment with minimal side effects, and a safe treatment environment where the 
long consultations and the nature of the client-practitioner relationship allowed the sharing of 
stories.  However, many acupuncturists identified a feeling of deficient training in mental health and 
a reluctance to take primary responsibility of mental health patients. A group approach to mental 
health care was thought to be necessary and a safer option than working in isolation. 
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6.2.5 Summary of key findings 
Key findings to emerge from these interviews were expressed in the overarching theme of “We need 
to stop hiding”. This reflected the themes of; Communication - more than referrals; Evidence – a 
minimal part of decision-making; Different worlds; and, Working with vulnerability. 
Acupuncturist participants voiced a willingness to engage, and wanted communication to be about 
more than referrals, yet were affected by feelings of professional insecurity. Participants supported 
patients as advocates and stressed the importance of CAM disclosure to GPs, but were also cognizant 
that they, as providers, were responsible for initiating and maintaining communication and 
collaboration attempts. Possibilities for shaping future practice revolved around enabling 
opportunities to share knowledge and build relationships both professionally and socially between 
provider groups. 
The theme ‘Evidence – a minimal part of decision-making’ highlighted the complex relationship that 
clinical practice has with the evidence-base, especially true for a non-mainstream therapy where 
there may be limited or inconclusive evidence. Participants highlighted that in lieu of an evidence-
base, patient advocacy, regulation through legislation and development of relationships built on trust 
were key facilitators for interprofessional practice. 
The theme ‘Different worlds’ captured the difficulties faced when treatment paradigms are based on 
different philosophical frameworks and languages. This theme also highlighted the difficulties faced 
by the acupuncture profession through its adoption, in part, by other modalities, and how this has 
impacted on a sense of professional insecurity. This theme also raised concerns surrounding levels of 
education of acupuncture in New Zealand, where it currently sits outside the tertiary sector.  
The theme ‘Working with vulnerability’ demonstrated the specific differences voiced by acupuncture 
participants when communicating or collaborating about shared mental health patients. Participants 
were conflicted by the fact that they were aware that acupuncture had a role to play in the support 
of mental health patients, but did not feel sufficiently trained to take the leading role in mental 
health patient care. Participants noted that increasing competencies in this area would allow for 
more successful collaborative approaches to mental health care, and that this subset of vulnerable 
patients could benefit from a more collaborative service. 
Overall, acupuncture participants appeared ready to ‘stop hiding’ and develop strategies and tools to 
develop interprofessional communication and collaboration, yet professional insecurity was a key 
barrier to be overcome.  
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Chapter 7: Discussion and integration of findings 
7.1 Introduction 
An aim of this thesis was to identify facilitators and barriers to communication and collaboration 
between acupuncturists and GPs. It did this through a process of multi-phase mixed methods 
research which involved a nationwide survey of both groups, followed by in-depth semi-structured 
interviews.  
This process identified barriers to communication and collaboration including concerns around the 
evidence-base of acupuncture, low patient disclosure rates of CAM usage, and the lack of clarity 
around acupuncture’s practice and scope. However, although it is recognised that patients’ use of 
CAM continues to increase, very little research has been conducted on the barriers and facilitators to 
communication between provider groups. In addition, even less so to individualised CAM therapies 
for a specific health condition, and certainly not in enough detail to allow for meaningful analysis.  
This integration chapter has as its main aim the positioning of the research findings of both the 
quantitative survey and the qualitative interviews in relation to existing literature. In addition, the 
chapter will describe how the findings and existing literature informed the development of a 
communication toolkit, which is described in Chapter 8. The findings of the survey and interviews of 
both groups of participants have been placed within a single discussion to facilitate a synthesis of 
common findings, highlight differences and ensure discussion within the content of the literature 
chapter (Chapter 2) is not repeated.  
The structure of this chapter is as follows: the findings of Chapters 4, 5 and 6 are discussed in relation 
to each of the four main research questions addressed in this thesis, and in relation to the literature. 
Discussion of each research question relates to both survey and semi-structured interview questions. 
The survey questions and interview schedule can be seen in full in Appendices C, D and F. Limitations 
are addressed in relation to the methodological approach. They are then placed in the context of 
generalisability and utility of the findings.  
7.2 Summary of key findings 
7.2.1 Quantitative survey 
As outlined in Chapter 4: Quantitative findings, this survey yielded an overall response rate of 26%. 
This incorporated less than 3% of all New Zealand registered GPs and approximately 18% of all New 
Zealand registered acupuncturists and therefore must be interpreted with caution. Additionally, 
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findings reported are from this skewed sample which included more acupuncture participants than 
GP participants. Details of response rates and demographic data have been previously reported.  
Five female and eight male GPs (43:57%) were interviewed. This contrasts to the workforce survey 
(195) where the ratio of female to male GPs is 53:47%. GPs had a wide range of years in practice 
ranging from four to greater than 2, and their ages ranged from 31-70 years. The mean age of the 
participants was similar to the national average for GPs based on the workforce survey (with the 
largest group of those interviewed being between 51-60 versus the largest age group of New Zealand 
GPs being between 45-59 years). All of the GPs interviewed identified as being New Zealand 
European, European or American with no GPs interviewed identifying with being Asian, Māori or 
Pacific Islander. While this was a purposive sample it is useful to compare it to workforce data to 
contextualize the subgroup. This sample is inconsistent with workforce survey data with 3% of New 
Zealand GPs identifying as being Māori, 17% Asian and 2% Pacific (195). The ratio of ethnicities 
interviewed was also in contrast to the quantitative survey reported elsewhere in the thesis, with 4% 
of GPs answering the survey identifying with being Māori, 5% Asian, and 0% Pacific. 
Acupuncturists also had a wide range of years in practice ranging from three to more than 20, and 
their ages ranged from 30-70 years. The mean age of the participants was slightly older than the 
national average for acupuncturists based on census data of 2013 (with the largest group of those 
interviewed being between 51-60 compared to the largest age group of New Zealand acupuncturists 
being between 41-50 years). Seven of the acupuncturists interviewed identified as being New 
Zealand European, four as being European with one Asian and one identifying as being Māori/New 
Zealand European. While this was a purposive sample it is useful to compare it to workforce data to 
contextualize the subgroup. This sample was inconsistent with census data with 65% of New Zealand 
acupuncturists identifying as being Asian (194).The ratio of ethnicities interviewed was also in 
contrast to the quantitative survey reported elsewhere in the thesis, with 42% of acupuncturists 
answering the survey identifying with being Asian. This sampling bias was due to the utilisation of 
purposive sampling methods with 10 of those interviewed self-selecting to participate.  
As noted above, one acupuncturist interviewed identified as being Māori. This perspective was 
considered important to include despite only nine New Zealand acupuncturists identifying as being 
Māori in the 2013 New Zealand Census data. Māori constitute approximately 14% of the population 
and all health research, as its end outcome, needs to consider the needs of the population (204). 
Demonstrating a responsiveness to Māori communities can be guided through the principles of the 
Treaty of Waitangi including partnership, participation and protection (205). Even though viewpoints 
in the findings and discussion were anonymised and not compared in terms of demographic specifics, 
this perspective was thought to offer specific insights into acupuncture practice in New Zealand that 
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were important when developing tools of communication and collaboration within a specific 
practitioner field.  
An overview of the findings from the survey indicates that GPs are willing to engage with 
acupuncturists, but some identified that barriers remain, including: uncertainty about what the 
practice of acupuncture involves and its scope, the evidence surrounding it, and how to ascertain the 
competencies of practitioners in order to determine referral pathways. The findings from the sample 
in this survey describe acupuncture as being predominantly associated with the treatment of 
musculoskeletal conditions; however, the majority of acupuncturists have experience treating a 
broad range of conditions in addition to musculoskeletal complaints, including mental health. 
Current communication and collaboration is limited, with a sizable proportion of GPs never having 
been in contact with an acupuncturist and vice versa. When referrals or collaborative approaches do 
occur, they tend to be via informal verbal methods instead of formal or direct methods. Both groups 
prefer electronic or written forms of communication such as email, letters or secure messaging over 
face to face methods.  
Acupuncturists in this survey tended to be female, younger and often work in isolation, whereas GPs 
tended to be male, older and work in group practices. The survey participants consisted of more 
Asian acupuncturists than Asian GPs, with a larger proportion of GPs being New Zealand European. 
Very few participants surveyed indicated that they had experience working with the other group. 
However, many GPs (45%) worked alongside other allied health professionals such as 
physiotherapists, counsellors and podiatrists. GPs tended to choose counselling over other allied or 
secondary care options for support for their mental health patients, and rarely considered 
acupuncture or other CAM therapies for this. 
7.2.2 Qualitative interviews 
Key findings to emerge from these interviews were expressed in the overarching theme of GPs’ ‘duty 
of care to their patients’, and acupuncturists ‘need to stop hiding’. Barriers and facilitators to 
communication and collaboration were identified by both participants groups as discussed in 
chapters 5 and 6. Key barriers identified by this research include the difficulty in identification of 
referral pathways, determining the suitability of acupuncture’s use within clinical areas, and the 
ability of GPs to locate a suitably qualified practitioner. A further barrier was the inability to easily 
refer through established pathways.  
Both groups expressed a willingness to engage in communication beyond just referring. GPs’ 
willingness was conditional on them remaining as gatekeepers or central to the process. The 
overarching theme that emerged from the data was that GPs felt a ‘duty of care’ to their patients and 
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they felt patients should receive safe and appropriate care that meets their needs and supports their 
rights. Both participant groups highlighted the complex relationship that clinical practice has with the 
evidence-base. Participants highlighted that in lieu of an evidence-base, patient advocacy, 
confirmation of accepted practices by peer groups, regulation through legislation and development 
of relationships built on trust were key facilitators for interprofessional practice. 
Both groups expected the acupuncturists to take the leading role in commencing the dialogue and to 
‘stop hiding’ from GPs. Participants in this study wanted communication/feedback to be delivered in 
a way that was practical and compatible with the systems already in place in health care.  
Participants discussed possibilities for shaping future practice which revolved around enabling 
opportunities to share knowledge and build relationships, both professionally and socially, between 
provider groups. 
Both groups acknowledged acupuncture as being different to mainstream medicine in terms of 
philosophy and practical application. Participants also highlighted the uncertainty around scopes of 
practice in terms of the eastern and western style approaches of acupuncture.  
Both participant groups discussed the specific difficulties when communicating or collaborating 
about shared mental health patients. GP participants were conflicted by the desire to remain patient 
centred, driven by the evidence but also to have the ability to offer safe and low risk alternatives. 
Acupuncture participants were conflicted by the fact that they were aware that acupuncture had a 
role to play in the support of mental health patients, but did not feel sufficiently trained to take the 
leading role in mental health patient care. 
Participants noted that increasing acupuncture-specific competencies in this area would allow for 
more successful collaborative approaches to mental health care, and that this subset of vulnerable 
patients may benefit from a more collaborative service. 
7.3 Integration of findings  
The initial analysis of the multiple data sets generated in this MMR study was undertaken using the 
appropriate techniques, and then reported on in the individual chapters (4-6). This chapter integrates 
the key findings of these chapters in relation to the four key research questions. 
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7.3.1 What is the current communication and collaboration between GPs and 
acupuncturists? 
This research question aimed to identify and situate current communication and collaboration 
models between participant groups. It also sought to identify any key differences in practice 
demographics. The purpose of this was to establish a baseline from which barriers could clearly be 
identified and facilitators could be structured.  
Patient expectations of integration 
While this study did not investigate patient viewpoints, both groups of participants discussed patient 
expectations of communication and collaboration, with both groups identifying a need for 
improvement. Additionally, acupuncturists reported treating a wide variety of conditions that were 
previously thought to be within the realm of other providers, indicating a patient demand for 
integrative and/or alternative treatment options for a wide variety of conditions.  
In contrast to the relative lack of interprofessional contact between acupuncturists and GPs, studies 
demonstrate that patients would prefer an integrative approach to their health management. 
Patients intentionally seek CAM because they want to be treated in an integrative or holistic way, 
rather than for reasons of negative experiences with conventional treatment (206). The term 
‘integrative medicine’ has been well publicised as a “higher-order system or systems of care that 
emphasises wellness and healing of the entire person as primary goals, drawing on both conventional 
and CAM approaches in the context of a supportive and effective physician-patient relationship” (29, 
p.133).  
The expectations of patients for GPs to be able to recommend, and refer to allied and 
complementary practitioners are substantial. More and more patients now adopt a more active, 
demanding and informed role than before and expect their physicians, especially GPs, not only to be 
‘passive’ listeners but to play an active role in integrating CAM and conventional care (207,208).  
There is now the expectation for GPs to have updated knowledge about CAM, and to potentially 
offer CAM treatment in the clinic based on appropriate training. Patients also have the expectation 
of provider communication in relation to their care. Patients are accepting of the fact that GPs’ 
knowledge of CAM therapies may be limited, but they appreciate honesty regarding limitations of 
their own knowledge, and value an open, accepting approach (20,40,94,209–211). 
This is highlighted as a concern because a lack of communication between the two groups, as 
identified in the data, adds to the risks identified with CAM use. These include the potential for 
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interaction, even with ‘natural’ medicines, and the importance of open communication between 
doctors and patients about all medicine usage (6,212).  
Lack of communication and collaboration 
The survey identified key differences in practice between the two groups. The majority of 
acupuncturists surveyed worked alone, whereas most GPs worked in group practices. In only one 
case did acupuncturists and GPs work alongside each other in a co-location scenario, which was a key 
facilitator for collaboration and communication. This professional isolation of acupuncturists from 
general practice is likely to influence the potential for collaboration and communication, and lead to 
uncertainty surrounding scope and style of practice. 
However, the professional isolation reported by the acupuncture participants is not necessarily 
surprising: studies state the viewpoint of CAM’s position within the health system as a whole being 
relatively isolated or segmented. Indeed, the Cochrane complementary medicine group defines CAM 
as practices outside the domain of mainstream medicine (4). This professional isolation also appears 
in the literature. Although a small number of CAM practitioners practise alongside mainstream 
medicine, and some of their techniques have been absorbed by biomedical practitioners, they are 
seldom accepted as regular staff members. Their marginal status is often marked by the use of 
structural, symbolic, and geographical cues in the clinical setting that has helped redraw the borders 
between conventional medicine and CAM (213). 
The lack of current communication found in the study is concerning because of current reports 
denoting a patient demand for CAM services and information from general practice. Studies show a 
shift in the last three decades of the patient role in health care settings with patients beginning to 
take the lead role in demanding CAM integration into conventional settings. CAM is a growing 
component of most health care systems, driven largely by patient interest in both health promotion 
and symptom management. Authors assert that increasingly, the doctor has a duty to act as a 
‘patient advocate’ and provide advice about CAM (6,207,208,210,214). 
Earlier reports also demonstrate that GPs are feeling this increased demand in clinical practice. This 
could be due to an increased consumer awareness of CAM therapies (109,212). The qualitative 
interviews highlight this increased pressure on GPs, and on acupuncturists, with both groups feeling 
time pressure to which administrative tasks such as increased communication adds a further burden. 
Participants in this study agree that there is low patient disclosure regarding use of CAM and there 
continues to be a reported gap in conventional medicine between patients who would like to discuss 
CAM, and physicians who do not talk about it with their patients (206).  
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GP participants in this study expressed concern over not being able to provide patients with more 
guidance when choosing whether to use CAM. This correlates with the literature which states that 
GPs question the quality controls for ensuring patient treatment by acupuncturists, and voice 
concerns not only about the therapy, but who are appropriate providers (215).   
Furthermore, there is an identified gap between demand and provision. The lack of knowledge about 
how to choose or access appropriately qualified practitioners identified in this study aligns with 
reports of other research, with one study reporting at least six out of the 16 GPs who received 
enquiries about acupuncture services unable to offer treatments or referrals. Discussion within this 
study aligns with studies reporting that the lack of knowledge and unfamiliarity with CAM modalities 
might prevent important patient–provider discussions (27,216).  
Referral patterns 
Study findings, in terms of referral, contrast with common referral patterns in other areas of primary 
care. Referrals are an acknowledged and well-understood form of professional contact with referrals 
to specialists being a routine decision made by GPs. Exact rates of referrals from GPs to specialists 
vary between countries, but are reported at a rate of between one in 10-20 consultations (217). 
Decisions to refer to any form of CAM is a grey area, as many ‘referrals’, as we have seen in this 
study, are not recorded within medical records, and are verbal endorsements with no formal written 
component. Therefore, there is minimal data available on referral patterns to CAM, including 
acupuncture.  
This study found that most referrals from GPs to acupuncturists were verbal and informal, often 
without any written shared information about the patient condition, and often without the GP 
selecting a specific provider, rather allowing the patient to self-select their practitioner. This is in 
direct contrast to referrals to other primary and secondary care providers involving a clear line of 
communication and access to shared information with an expectation of follow up. Dialogue 
between GPs and specialists from different medical areas is common in clinical practice and it helps 
the GP to increase their clinical effectiveness or to refer patients more accurately to secondary care 
when necessary (218).  
Similar studies investigating referrals between general practice and chiropractic report similar 
patterns, with strong referral relationships with other primary care physicians, but a lack of direct, 
formalised referral relationships with chiropractors. In most cases, patients visit CAM agencies 
without referral letters from their physicians. In general, no mechanism exists for the practices, CAM 
practitioners and conventional physicians to communicate or establish referral patterns and other 
professional peer relationships (219).  
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Mirrored in the data is the fact that GPs generally do not know of a suitable CAM practitioner to refer 
their patients to for treatment (220). In New Zealand, the lack of clear referral pathways could be 
due in part to the absence, at the time of writing, of acupuncture within any national or localised 
clinical pathways. GPs’ decisions to offer access, however, does not always correlate with guideline 
awareness. It is problematic that GPs often seek recommendations where none exist (27). Clinical 
practice guidelines are an important tool for clinicians to help select appropriate therapies for 
different patients and problems, yet in New Zealand they are not inclusive of all therapies available 
within the allied and CAM sector. What is lacking in many guidelines is the examination of the 
evidence for all potential therapies for specific conditions, including the safety data and cost 
effectiveness for each therapy (221). 
Acupuncturists surveyed in regards to referral patterns reported sending patients back to their GP for 
two reasons: for further information or testing such as blood tests or medication reviews, or if they 
had concerns about the patient’s condition deteriorating. This correlates with studies reporting that 
acupuncturists tend to utilise western diagnostic tests to support acupuncture diagnoses, or to 
recommend conventional treatments if necessary (222). However, this is also done through verbal 
recommendations to the patient rather than any formalised system of communication between 
providers. 
There are currently no specific clinical recommendation guidelines for referral back to western 
medicine within the acupuncture education framework, outside identification of red flags. Given the 
lack of feedback systems to GPs from acupuncturists, there were not opportunities for them to learn 
about differences in various western treatments or providers, or to be better informed when 
referring patients back for further treatment (215).  
In regards to referral patterns, the survey and interview findings were somewhat perplexing: both 
groups reported high referral rates between general practice and acupuncture, yet both groups 
reported minimal contact with the other provider group. This indicated that referrals were not in any 
way formalised via written forms, and often lacking specific direction to a particular provider. 
Without a written referral there was also no information about facilitation of continued 
communication or collaboration. This mirrors international models whereby no formalised 
mechanism exists for acupuncture, and other CAM practitioners and conventional physicians to 
communicate or establish referral patterns, and other professional peer relationships (4). This is in 
agreement with both the survey and interview data which indicate that most referrals and reports 
were informal, and the patient is left with the responsibility to both secure an appropriate 
practitioner, and relay important clinical information.  
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Encouraging routine asking of patients about CAM use and systematising communication models 
between all allied and CAM therapies would be a useful step in the development of shared care plans 
(223,224). While some participants recognize that a communication model revolving around the 
patient is one way of communicating, it is not necessarily an effective or consistent model (215). 
Various models for integration have been suggested, and include establishing a trusted and 
competent referral partner who practises acupuncture (122). Participants in this sample agreed with 
current reports that state that they expect collaboration, not communication only, regarding mutual 
patients (219). Increased awareness and understanding of CAM therapies could assist GPs to select 
the best and appropriate complementary medicine for their patients (225).  
Professional differences and similarities 
Both the survey and the interview data highlighted more similarities than differences in practice 
between groups in terms of both a pragmatic philosophy to practice, and the broad scope of 
conditions experienced in clinical practice. Both general practice and acupuncture are anchored in 
the philosophy of empirical medicine, which appraises the unique characteristics of the patients’ 
symptoms, and places great emphasis on the practitioner-patient interaction in the healing process 
(21). 
Both groups emphasised an integrative approach to communication and partnership with patients, 
with a focus on health promotion, preventative care and healthy lifestyles. This pragmatic approach 
to care was highlighted as a facilitator for integration by the research sample, as it has the potential 
to increase awareness of the limitations of conventional medicine and be more receptive to patients’ 
needs and preferences (59). 
Acupuncture participants interviewed identified their scope of practice as being relevant when 
mainstream medicine was either ineffective or produced adverse events, or when implementing a 
preventative healthcare framework. The role of the acupuncturists as being the one to ‘pick up the 
pieces’ outside the mainstream model of care provision was not necessarily regarded as a negative 
position by participants, but rather a potential recognition of scope of practice where the 
acupuncture model could work effectively alongside current models of care. 
Patient disclosure and routine asking about acupuncture use 
Patient disclosure continues to remain low, and is a key factor in supporting routine asking by GPs 
about CAM use. Participants identified issues around both the disclosure of CAM use and the routine 
asking about CAM use by GPs. If a GP does not ask about CAM use, patients are unlikely to disclose 
this information (215). However, when CAM use is disclosed, it is because the practitioner has asked 
(5). Therefore, routine inquiry by GPs is recommended to detect complementary medicine use (223). 
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What we also know is that patients are more likely to disclose their CAM use when their GP involves 
them in treatment decisions (4). Engaging the patient in a discussion about acupuncture and other 
CAM use may provide information for optimising care (7). 
In a 2004 review of qualitative and quantitative studies, it was determined that up to 77% of patients 
do not disclose their CAM use to medical practitioners.  Indeed a significant proportion of people did 
not seek advice from their primary care physician before using CAM, or disclose its use afterwards. 
The main reasons given for non-disclosure were concerns about a negative response from 
practitioners, the belief that practitioners do not need to know about their CAM use, and that 
practitioners did not ask. These factors should be taken into account in the doctor-patient 
consultation (5,226).  
A New Zealand study of GPs found that participants strongly or mildly agreed that GPs should 
regularly ask patients if they are using CAM (13). A concern voiced by participants in this study is the 
reliance on patients to disclose CAM use. Patients are expected to communicate with their providers 
and share information, but, often this is neither consistent nor complete. There is an identified need 
to query the attitude of healthcare professionals regarding the use of complementary medicine by 
their patients, due to the mere fact of its increasing use around the world. This could be encouraged 
through implementing systematic and routine communication. Additionally, patients often seek out 
health solutions on their own, by adding complementary methods to doctor-prescribed allopathic 
treatments. As many interactions remain untested, the risk of these self-prescribed combinations is 
unknown (13,227). GP participants acknowledged this risk, yet overall thought the greater risk of 
CAM was its lack of efficacy.  
7.3.2 What are the barriers to communication between GPs and acupuncturists? 
This research question sought to identify the barriers to effective communication between the two 
research participant groups. This was in order to effectively address these barriers by identifying 
solutions, this in turn led to the data driven development of a communication toolkit. This section 
aims to position the findings in relation to the current literature.  
The evidence-base barrier 
According to some researchers, only about one third of culturally and professionally accepted 
interventions in western medicine are proven effective by RCTs (228). In this study both groups of 
participants surveyed and interviewed highlighted that evidence impacts on practice, but in different 
ways. The survey findings and the interview analysis were in contrast; the biggest barrier being 
identified for communication and collaboration in the survey was the lack of evidence for 
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acupuncture, but in the interview data the reality of clinical practice was acknowledged, as was the 
limitation of reliance on the evidence-base.  
Evidence-based medicine is purported to be the core paradigm of the biomedical model, and is 
commonly cited as one of the key barriers for inclusion of CAM into mainstream medicine. Indeed, 
exposure to and reliance on evidence in relation to CAM appears early in undergraduate medical 
education. In Desylvia’s study on the attitudes and knowledge of medical students towards CAM, it 
was demonstrated that an increased curricular emphasis on evidenced-based medicine, and 
subsequent student dependence on RCTs, strongly influenced and guided practice (229).  
In contrast to this however, Almeida et al state that lack of scientific evidence-base is a disingenuous 
argument, and is used as a convenient explanation for rejecting a therapy, and is the most 
convenient argument to exercise occupational closure. Practitioners also tend to wait for recognition 
of a therapy not only by the evidence-base, but also by their peers before adopting it within clinical 
practice and the relationship between guidelines and clinical practice is often questioned 
(27,230,231)  
That being said, published evidence is accumulating regarding both the clinical effectiveness and cost 
effectiveness of integrated approaches to care, and there is a growing body of research supporting 
the validity of acupuncture as a therapeutic modality (58,232). Both groups of participants in this 
study found scientific evidence to be both a barrier and facilitator for collaboration. Both groups 
acknowledged that evidence was necessary to determine efficacy, but it was not evidence alone that 
informed practice.  
In general practice literature, reliance and conformity to an ‘evidence-base’ is somewhat 
fragmented. For instance, Barry states that while evidence-based medicine serves some goals at the 
level of the professions, it hardly makes a difference at the level of the work these professionals do. 
Barry’s study reported minimal guideline awareness and compliance, and of those who had read 
guidelines, less than a third reported changes in their behaviour as a result (233). Participants 
mirrored this viewpoint with GP participants voicing clearly that evidence is used cautiously in 
practice, and the majority of clinical decision-making would fall outside of the evidence-based model. 
Some of the qualitative comments from the GP findings were pragmatic in their approach to 
evidence-based medicine. This aligns with a view from general practice stating that a lack of evidence 
does not always equate with a lack of efficacy, and in alternative and complementary medicine there 
are rarely powerful pharmaceutical interests, with the exception of herbal products, and therefore 
few trials (233). Indeed the paradox of research about acupuncture, and many allied complex 
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interventions, is widely reported (234). It could be said that the essence of evidence-based medicine 
rests on the shared decision-making with patients, and between practitioners, by aligning patients’ 
preference with the best available evidence for the specific health conditions. This needs to be 
considered in the context of patients’ social, cultural, and financial circumstances (122). 
Studies agree with participants’ statements in that the relationship of RCT evidence to the reality of 
clinical practice is often seriously de-contextualized and so manipulated as to be unrepresentative of 
actual treatment and patients in the clinic (233). A reliance on research as a key driver for the 
development of interprofessional practice is flawed. It has been said that to honour patient beliefs 
and preferences, the utilisation of research can in itself create a barrier. In qualitative research with 
CAM patients, RCTs often come bottom of their hierarchy of evidence, whereas anecdotal evidence, 
particularly from friends and family, rates the highest (233). Participants’ statements reflect a 
growing voice arguing that when researching effectiveness and efficacy of CAM, a diverse range of 
frameworks and strategies are required (37).  
The westernisation of acupuncture 
The integration of acupuncture into the western healthcare practice tends to be problematic due to 
conceptual differences between the two approaches and the dominance of the biomedical paradigm 
(222,235). Paradigms are worldviews, these can be described as a combination of concepts, 
perceptions, values and practices that are held by a community and that direct the activities of that 
community (117). The, at times opposing paradigms, of biomedicine and acupuncture, and the 
worldviews in which practitioners of these practices are part of is identified as a key barrier for 
collaboration and communication. This division of acupuncture into a western and an eastern style of 
practice further emphasises an ‘us and them’ mentality, and was discussed by the interview 
participants as a barrier. The removal of the philosophical and cultural underpinnings of the 
traditional acupuncture model appeared to be a facilitator from the GP participants’ viewpoint, but a 
limitation from the acupuncture participants’ viewpoint. 
Several authors have focussed on this theme and others around the inequality within the 
interprofessional partnerships that dominate integrative approaches. There are many reported 
struggles reported between biomedicine and CAM some of which have led to significant reforms of 
the health system (236). Many of these health reforms have led to an increase in power of the 
biomedical model in determining quality assurance and standards of competency, which have 
become increasingly more ‘evidenced based’. These reforms have in many instances reinforced the 
professional insecurity of acupuncturists and other CAM providers.   
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The traditional Chinese medicine (TCM) approach, or eastern style of acupuncture, is based on 
concepts such as yin and yang, qi theory, five element theory, meridian theory and traditional 
diagnostic methods of oriental medicine, including tongue and pulse diagnosis. The acupuncture 
participants in this study all practised eastern style acupuncture and directly related to these 
concepts. In contrast, the western approach to acupuncture practice has abandoned the 
philosophical underpinnings and is entirely based on the anatomical and neurological mechanisms of 
‘needling’. Adding to the confusion, when discussing acupuncture and its scope is the non-medical 
practise of acupuncture not being limited to those trained in Chinese medicine (45,237,238). 
The GPs in this study however aligned with the western acupuncture approach. This differentiates 
itself from the traditional approach by selecting non-classic points, such as motor points and trigger 
points for needling. The approach adheres to the scientific methodology of western medicine and 
integrates knowledge of anatomy, physiology and pathology to arrive at a prescriptive choice of 
points. Consequently, the actual points used for a particular condition may be the same as TCM, 
however, the reasoning behind choosing them may be different. There is also significant acupuncture 
practise among other practitioner groups not traditionally trained, including chiropractors, 
naturopaths, osteopaths and physiotherapists (57,239–241). 
Western style acupuncture has developed due to the fact that there are medical practitioners keen 
to take up the practice of acupuncture, without threatening the cultural authority of medicine, so 
long as they limited the scope of its practice, and redefine acupuncture concepts in western 
biomedical terms. Furthermore, western acupuncture has been transformed into a 'biomedical 
technique' isolated from its wider theoretical framework of traditional Chinese medicine, and 
restricted to areas where conventional medicine has not been very successful (41,231).  
An argument presented in favour of the westernisation of acupuncture is that for those interested 
practitioners, the concepts of traditional Chinese medicine are difficult to understand even for 
practitioners familiar with Chinese characters, let alone for interested practitioners only familiar with 
a Latin alphabet (242).  
One paradox highlighted in the survey and interview data is the apparent support voiced by GPs for 
the provision of acupuncture, but only when the acupuncture was performed by a medical 
practitioner. There was a lower level of support reported for CAM providers performing these 
practices.  Wardle et al state that the preferences of GPs may be influenced by biomedical 
practitioners regarding traditional Chinese medicine as being pseudoscientific and incompatible with 
conventional medical principles (243). 
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The version of acupuncture called ‘medical acupuncture’ is already being integrated into practice in 
response to increasing demand from patients, as well as promising research findings and positive 
results from clinical practice.  Where this leaves traditional acupuncturists is unknown; some believe 
this is the subtle process of co-option or absorption by biomedicine and that the medical 
establishment is attempting to ban lay/traditional acupuncturists who present as a potential 
professional group claiming jurisdiction over this 'ancient technique' (231,244).  
It is thought that interprofessional health care has many wider socio-political parameters, including 
the struggle for professionalism and legitimation. Thus the relationship between conventional 
medicine and CAM is far from smooth and linear (213).  
While the westernisation of acupuncture was highlighted as a threat by some of the acupuncture 
participants, others thought that it provided an opportunity to highlight the difference in scope of 
practice and for acupuncture specialists to work beyond the musculoskeletal limitations placed on it 
by the westernised model of ‘dry needling’. This is reflected in the existing literature where western-
style acupuncture as practised by NHS doctors and physiotherapists is primarily used for treating pain 
and muscular-skeletal problems. Acupuncture as provided by non-medically qualified practitioners 
(following a minimum of 3 years‘ training involving the TCM model), is normally used to treat a wider 
range of conditions including digestive, mental health, obstetric and gynaecological (245). 
The westernisation of acupuncture was described by one dually trained participant as a ‘Trojan 
horse’ model, whereby increased exposure and acceptance of the therapy may indeed enhance 
communication and collaboration opportunities as long as the scopes are clearly identified, and 
mutual respect is offered in clinical communications. However, if we look at a similar model involving 
homeopathy in the NHS, homeopathy as conducted by a homoeopathically trained biomedical GP in 
an NHS practice was so different from the practice of lay homeopaths it has become unrecognisable 
as the same therapy (233,246). 
It is not uncommon that explanation or prescription of one medical paradigm is incompatible with 
the other, and it can be extremely difficult (if not impossible) to bring them together in practice 
(213). Whether the adoption of acupuncture into mainstream practice is a barrier or facilitator for 
collaborative practice between the two research participant groups is unclear, and raised some 
conflicting viewpoints in the interview data. 
Professionalism and competencies 
GPs’ concern around the education and professional standards of acupuncturists was identified as a 
barrier for collaboration. This was reported in both the survey and interview responses. These 
 155 
concerns have been previously reported, with little research existing on the competencies of CAM 
practitioners and the standard of their education. The risks identified by participants lay in the 
potential for a missed diagnosis or a delay in conventional treatment. These generic risks associated 
with CAM are of concern, as are the additional risks such as inappropriate withdrawal from medical 
therapy, failure to detect serious underlying disease and mental trauma, and unsubstantiated claims 
of therapeutic benefit. Specific risks include interactions between complementary and traditional 
medicines (37,212).  
Overall practitioners were much more likely to be willing to work together based on the 
development of relationships, rather than assuming a blanket trust of a professional group. Studies 
report that when GPs are asked about what reinforces collaboration, and what is important when 
making a judgement on the therapeutic value of complementary therapies, personal experience, and 
in particular, patient endorsement, positively impacts attitudes; personal experience and patient 
endorsement are the most important predictors of approval of complementary therapies (247). 
In New Zealand, acupuncture is currently a self-regulated profession but has the proxy regulation 
enforced by acupuncture being recognised under ACC legislation. If an acupuncturist is registered 
with a professional body they are able to become treatment providers under the ACC legislation and, 
as such, offer subsidised services to patients who are under the cover of ACC for injury claims. Both 
participant groups identified the regulation under ACC as an additional safety net that encouraged 
collaborative practice. Registration through some form of legislation has been identified as a 
facilitator for collaborative and integrative practice.  
In the UK, for example, acupuncture’s inclusion under the NHS has encouraged a wider acceptance of 
its practice. Hirschkorn agrees that in CAM groups seeking professionalisation, regulation positively 
affects status, albeit that the translation of this status into higher referral rates or otherwise 
positively inclined behaviour on the part of mainstream providers is not well established (109,230). 
The concern about professionalism and competencies of acupuncturists mirrors discussion in the 
literature. In the qualitative study by Cant looking at CAM use in the NHS, membership of a 
professional association tends to form the basis for claims to competence and professionalism, acting 
almost as a proxy for credentials (248). 
Efforts to attain professional standing continue to concentrate on demonstrating that individual 
practitioners are competent, recognise their own therapeutic limits, and abide by ethical 
conventions. This is currently achieved through the establishment of professional associations, both 
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in New Zealand and overseas, with which practitioners must be registered in order to secure 
occupational benefits such as insurance and referrals (248). 
In New Zealand, there is an assumption that membership of a professional association, and thereby 
regulation by ACC, forms the basis for claims to competence and professionalism, acting almost as a 
proxy for credentials. Both groups in this study agreed with the move towards further regulation and 
that the inclusion of acupuncture under the HPCA Act (2003) is a necessary next step. The desire to 
protect public safety is the key driving force. Practitioners of acupuncture have emphasised its 
dangers in untrained hands, and in so doing call for the regulation of those who use the technique 
(41). 
The situation in New Zealand is not dissimilar to that in Scotland where the regulation of TCM 
acupuncturists is awaiting further clarification, after which GPs may be able to refer with more 
confidence. This could then become a building block towards integration of acupuncture into 
mainstream healthcare within Scotland (245). 
7.3.3 How can communication be improved between general practice and 
acupuncture? 
This research question investigated participant viewpoints on what the facilitators of good 
communication and collaboration models were, and what specific methods would encourage them. 
The survey specifically asked both groups what information they would like to receive from each 
other in referrals or return reports, how they would like to receive this information, and at what 
frequency. Referral, as mentioned previously, is discussed as a major promoter of communication 
and is seen as a good focal starting point (216).  
This question identified the following key facilitators for collaboration: working towards building 
awareness within education programs, supporting patient choices, patients as advocates, and making 
communication and collaboration straight forward through time effective means. 
The role of education  
Numerous reports in the literature highlight an insufficiency of education about CAM within the 
medical curriculum, and a desire for this to be rectified (208,214,249). The rationale for increased 
education about CAM is due to the likelihood that GPs will be confronted with questions about CAM 
from their patients (216). Sharing information between providers, and incorporating CAM education 
into the medical undergraduate and CPD programs, has the potential to create open dialogue and 
potential collaboration about care plans, and additionally, raise awareness of effectiveness or 
ineffectiveness of particular interventions. Participants identified increasing CAM education as a key 
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way to enhance communication and collaboration. The findings from this study indicate that some 
GPs feel information about CAM should be included within some areas of undergraduate or 
postgraduate medical education. This is consistent with other research, and should be taken into 
account when developing medical curricula and continuing education opportunities (13). 
With the increased demand and popularity of CAM, and patient requests for appropriate advice, 
medical education is faced with the responsibility to fill the necessary gaps in information so that 
reliable and safe advice can be transmitted to patients. Medical students should develop a strong 
knowledge base regarding recommendations and uses of CAM. Students and providers should be 
taught about the benefits and harmful effects of various CAM modalities in light of evidence-based 
practice so that these therapies, where appropriate, can be effectively incorporated into the 
integrative medicine learning curriculum (225).  
Studies investigating medical students’ attitudes about incorporation of CAM into the curriculum 
indicate that students are desirous of the introduction of CAM into medical school curriculum in the 
form of lectures during the pre-clinical stage of the medical programme. Additionally, and specifically 
related to general practice, it is recommended that CAM knowledge be incorporated into the general 
practice residency training curriculum (4,17). 
Both groups within the study indicated a willingness to learn more about each other’s scope of 
practice, and doing so was identified as a key facilitator for collaboration. Education needs to be 
detailed enough to enable informed discussions offering appropriate responses to patients’ requests 
regarding CAM use, demonstrating the importance of providing patients with informed and educated 
advice about CAM, and clarifying issues related to the safe integration of CAM into the primary care 
setting (250).  Indeed most patients in primary care want a GP who listens and asks about CAM, and 
if necessary refers to or collaborates with appropriate CAM practitioners (206). 
Conversely, it is noted that increased training of acupuncture practitioners in conventional medicine 
is an important factor to facilitate two way communication between GPs and acupuncture 
practitioners (97). Researchers found that addressing evidence-based medicine within the CAM 
curriculum and putting emphasis on practitioner-physician communication tools both had an impact 
on CAM students’ readiness to communicate with physicians (211). 
Patients as advocates 
Patients acting as advocates of a therapy are reported as a strong facilitator of communication and 
collaboration. When making a judgement on the therapeutic value of complementary therapies, 
personal experience, and in particular patient endorsement, impacts positively. Of concern here, 
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however, is that a majority of patients get information on CAM via the internet, friends, or family. 
The quality of this information varies greatly and can potentially lead to harmful and dangerous 
outcomes (228,247). 
In this study, the strength of patient recommendation mirrors that reported in research, where 
recommendations from others and personal experience are reported to be one of the greatest 
influences on CAM usage, rather than the level of evidence-based effectiveness (37). GPs, for 
example, tend to combine formal knowledge, such as that gleaned from textbooks and trials, with 
the case specific features of the individual patient’s story (233). GPs in particular are cognisant that 
healing works primarily by providing meaning to its participants. Despite their clear definitional and 
classification boundaries around CAM, GPs tend to evaluate each individual therapy on its own 
merits, taking evidence and patient’s wishes and value systems and other situational factors into 
consideration (230).  
It needs to be easy 
Both participant groups discussed their concerns around the lack of effective and secure 
communication tools, and the lack of information sharing opportunities. Both groups were cognisant 
of the fact that this was an area that could be improved in clinical practice. There is a need to 
develop common forums and seminars in which both CAM and conventional practitioners can 
participate (251). Questions in the quantitative survey focussed on participant’s views on referral 
letters and return/discharge reports, as this is an established mode of communication within the 
health care system. Both groups expressed an interest in clinical practice collaboration and preferring 
a professional letter to communicate with each other mirroring current literature (20,211). 
Additionally, both groups reported the desire to consult with each other about mutual patients to 
formulate treatment plans. 
Both groups also identified the necessary components for inclusion in medical letters, and 
suggestions for ease of practice included: the development of templates for use, and the 
development of secure communication pathways which embedded seamlessly into existing systems. 
Communication skills and letter-writing were also suggested for inclusion in the undergraduate 
curriculum of acupuncture participants. This concurs with suggestions that educational programs for 
primary care physicians and CAM practitioners need to focus on aspects of interprofessional 
communication, and include practical methods for writing referral or medical letters (219). 
There was agreement that the most appropriate time for correspondence to occur was at the 
conclusion of treatments. Indeed, it is common practice for discharge summaries to be written at the 
end of any course of treatment for inclusion in the medical record (252). A number also thought it 
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would be important to communicate after a significant change of symptoms. GPs expected 
information from acupuncturists when there were adverse effects experienced from all forms of 
current treatments, if the patient deteriorated in any way, or if patients disclosed information that 
may be of importance.  
Another option discussed by participants was direct entry of information into a shared clinical note 
system. This is also discussed as a feasible step towards collaboration in the literature (209,253). 
However, the multitude of practice management systems in use in New Zealand, and the exclusivity 
of many of these systems, means that shared clinical notes would be a difficult solution to progress. 
This is reported to lead to exclusionary patient charting, which increases the potential of a reduced 
understanding, by both medical doctors and CAM practitioners, of assessment and treatment of 
mutual patients (45). 
Participants’ comments mirror discussion on integrative care models that include effective 
communication models between practitioners, as well as physician-patient relationships. 
Improvements in GP/CAM provider communication has the potential to contribute to improved care 
for individual patients and should be encouraged. Improved communication also has the potential to 
lead to improved patient management and clinical practice guidelines, with properly coordinated 
care pathways (215). 
The data from both the survey and interviews highlights a clear issue regarding provider 
communication between the two groups studied. CAM has the potential to be an extension of 
mainstream medicine, contributing to areas where care is insufficient or when the treatment 
available has side effects that deem the approach unpalatable to patients. However this can only be 
effective when care is coordinated. Normalised feedback loops should be in place as with other 
external secondary services. The gatekeeper concept, whereby control by the medical profession is 
maintained through the referral process, is seen as a wise suggestion (248).  
7.3.4 Does communication and collaboration differ in the landscape of mental 
health? And if so, why? 
This research question attempted to uncover any differences in treatment approaches and 
management strategies for mental health clients. Both the survey and the interviews confirmed that 
both groups saw a large proportion of mental health clients, yet neither group felt they had the 
complete solutions for the management of these clients. Participants also felt concerned about the 
vulnerability of mental health clients, and wanted to ensure that the treatments offered to them 
were suitable and encompassing of their needs. Information gleaned from participants’ responses in 
the survey clarified that both groups see a large number of mental health clients. The frequency of 
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acupuncture participants seeing mental health patients varied, but was significantly less than GPs, 
(although the patient load of most acupuncturists is far less than that of most GPs). Both groups 
manage mental health patients in their clinics, and many practitioners do so without the support of 
other allied and mainstream providers.  
Primary care is where 95% of all formalised health care takes place, and is responsible for diagnosis 
and management of more than 50% of mental health problems. It also partners with other services 
for a further 25% (60). Although mental disorders are treated mainly in primary care by GPs, the 
ability to detect, diagnose, and treat patients with mental disorders is often considered 
unsatisfactory (254). Mental health specifically continues to be identified by primary care providers 
as an area where an effectiveness gap in treatment exists, with up to 60% of patients with depression 
experiencing a lack of efficacy of pharmacological agents (68).  While GPs feel comfortable treating 
most mental disorders, studies show lack of integration between primary and specialised care, and 
inadequate communication among clinicians, can lead to many mental health patients receiving 
insufficient treatment (255). GPs state that mental health is an area of clinical practice in which 
available treatments are not fully effective (38). 
Barriers for collaboration between GPs and acupuncturists include a lack of awareness of the 
evidence-base and the suitability of treatment with acupuncture, and the assessment of 
qualifications and competencies of providers in this clinical area. The facilitators identified by 
participants were: the ability to offer a safer treatment options, the ability to offer a treatment 
alternative to pharmaceutical interventions and utilisation of a treatment option that has a low risk 
of adverse events. 
Working with vulnerability.  
Acupuncturists in this study identified the strengths that acupuncture could offer, in particular a safe 
treatment with minimal side effects, and a safe treatment environment where the long consultations 
and the nature of the client practitioner relationship allowed the sharing of stories. However, mental 
health was seen as a specifically different clinical landscape than other health conditions, and many 
acupuncturists identified a feeling of deficient training in the areas of mental health with a reluctance 
to take responsibility for patient care.  
In line with the findings in this study, the summit on integrative medicine and the health of the public 
in 2009 identified harnessing integrative approaches as a specific priority for the future of health 
care, and recommended integration across approaches to care, e.g. conventional, traditional, 
alternative, and complementary (91). Additionally, a 2012 paper discussing integrative mental health 
models noted that a reconciliation of non-allopathic medicine with contemporary biomedicine could 
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result in significant improvements in mental health care. Participants in this study highlighted that 
integrative approaches have the potential to address the biological, energetic and informational 
causes of mental health symptomology which could, in turn, lead to a more accurate and deeper 
understanding of mental health, and improved patient outcomes (79).  
In the 2018 inquiry into mental health in New Zealand, the recommendations included expanding 
access to include culturally aligned services, and a commitment to increasing the choice of services 
available. The inquiry also had the aim of transforming mental health care to incorporate skilled 
practitioners based in communities (30). An earlier New Zealand analysis of mental health services in 
primary care settings concluded that there was a significant research gap for common mental health 
disorders other than depression. The analysis also found that clinical outcomes could be improved 
for those with persistent or recurrent difficulties by using a collaborative and multidisciplinary 
approach (28).  
Both groups of participants agreed with this approach to care, and highlighted in their interviews 
that mental health was an area of practice where integrative models could play a large part. 
Integrated treatments that have increased efficacy on depressive symptoms can not only improve 
the care for depressed patients but also to reduce the enormous adverse economic impact of 
depressive disorders (256).  
Adding to the discussion is the evolution of primary mental health care initiatives in New Zealand. A 
2008 evaluation found that up to 80% of service users benefited from the variety of interventions 
offered, but that for the common mental health disorders, anxiety and depression, 20% of service 
users did not improve. The 80% improvement rate represents a significant and beneficial treatment 
effect. This report stated that mental health needs arising from mild to moderate common mental 
health conditions can be addressed by primary care (257). This is in contradiction to the reported 
literature and the data analysis in this thesis. It may however contribute to the hesitancy of GPs to 
onward refer patient to allied and CAM services if there is the feeling that mild to moderate mental 
disorders are successfully managed within primary care.  
Acupuncture participants highlighted the different perception of mental health presentations to 
other areas of patient care encountered in clinical practice. While some identified acupuncture’s role 
in offering a safe and medication-free alternative treatment, others felt they lacked the skill set to 
competently manage mental health patients. Mental health care appeared to be the main area 
where acupuncturists preferred not to be the primary point of contact for care, and were more likely 
to work with a GP in the management of a shared patient. All acupuncture participants agreed that 
increasing competencies in this area would allow for a more successful collaborative approach to 
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mental health care, and that this subset of vulnerable patients would benefit from a more 
collaborative service.  
Some GPs articulated uncertainties surrounding competencies of acupuncturists in the management 
of mental health, which could lead to delays in the access of conventional treatment, thereby putting 
patients at risk.  GPs however acknowledged that the treatment of mental health was clinically 
challenging. GP participants also voiced concerns about the vulnerability of mental health patients 
and the capacity to do harm. Their lack of awareness of the practice of acupuncture made them 
unsure of acupuncture’s role in the management of mental health patients. Safety and the 
identification of mental health patients as a more vulnerable population acted as a barrier for 
collaboration with acupuncturists, and indeed other allied groups, for which interventions were not 
well understood. 
The most frequently reported outward referral by GPs was to counsellors. This is not surprising, with 
the current clinical pathways excluding most other therapies, but it is worth noting that currently in 
New Zealand, counselling is under the same form of self-regulation and proxy ACC regulation as 
acupuncture. It is not yet regulated under the HPCA Act (2003), so many of the arguments regarding 
competencies of acupuncturists could be applied to similar unregulated therapies. Previous research 
shows that the outcomes of the treatment of depression is the same for acupuncture when 
compared head to head with counselling, yet referral to acupuncture for mental health is reported as 
very rare, or not occurring at all. Conversely, a large number of acupuncturists will refer patients back 
to their GP during the management of mental health concerns due to a hesitancy to play a lead role 
in the care of the mental health patients, or through a perceived lack of competencies (258).  
Acupuncture’s perceived lack of efficacy by both groups of participants however is unwarranted. 
Evidence summaries continue to demonstrate acupuncture’s effectiveness for the management of 
multiple mental health problems. The research on acupuncture specifically for the treatment of 
mental health conditions demonstrates that acupuncture is comparable to standard care, and when 
combined the results are enhanced. Further, the risk of adverse events is much lower with 
acupuncture than medication. However, the positioning of acupuncture within clinical guidelines 
and/or pathways for the treatment of mental health is relatively rare (147,259–261) 
Overall, the barriers for working in mental health stood out from other areas of health care. This was 
a key area where both groups identified deficiencies in training and a lack of confidence in the 
management of these particular patients. While many mental health patients are successfully 
managed within primary care, there remains a smaller proportion that may benefit from an 
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integrated model. These include patients who have issues with side effects, adherence, or have a 
personal preference for a CAM approach to care.  
There was agreement that in these instances a team approach to mental health care was a necessary 
and a safer option than working in isolation. Despite the concerns, there is support by both 
participant groups for an integrative approach to mental health care. This, in addition to the 
burgeoning evidence-base of acupuncture for the management of mental health conditions, was 
identified by acupuncture participants as key facilitators to collaboration. The inclusion of 
acupuncture and other CAM therapies provides the ability to offer a non-pharmaceutical approach to 
treatment with a good safety profile. Additionally, it provides another option for care when dealing 
with complex clinical issues.  
7.4 Summary 
The findings from this study regarding communication and collaboration between participant groups 
has many similarities with a recent study of communication models between GPs, chiropractors and 
patients (215). This study found that direct communication channels between primary care providers 
(PCPs) and CAM providers were almost non-existent, and that the near consensus from both PCPs 
and CAM providers was there was no effective communication. The study also showed similar 
findings with studies on patient disclosure of CAM use. 
Ben-Arye and Frenkel’s study highlighted that patients are more likely to disclose their CAM use 
when their GP involved them in treatment decisions, yet in many reports, the only communication 
bridge between these parallel worlds is the patient. If a GP does not ask about CAM use, patients are 
unlikely to disclose this information (4,215). The consistency in findings, even across different 
populations, using different methodologies, adds credibility to this study. 
While it is not possible to say definitively that the views held by the participants are reflective of the 
broader population, the agreement both among participants and between different participant 
groups adds strength to the findings. 
It can be seen that research on barriers and facilitators to communication between acupuncturists 
and GPs is lacking. There is a need for well-designed studies to investigate appropriate health care 
interventions and their effective integration in order to develop appropriate models of care. To my 
knowledge, this is the first study that has explored the perspectives of acupuncturists and GPs in 
relation to barriers and facilitators to communication between the two provider groups in New 
Zealand. The discussion of the data obtained in this study specifically provides a snapshot of current 
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practice and has immediate clinical utility not only for the two participant groups, but for the wider 
allied health sector. 
This research aligns with existing literature in terms of known barriers, but provides a more in-depth 
understanding of how worldviews and inherent cultural paradigms influence these barriers. This 
research also uncovered specific facilitators to address known barriers which could directly affect 
healthcare practice in New Zealand and internationally. 
An overview of concurrences and new insights gleaned from the discussion of the data in relation to 
the literature is outlined in the summary points below. 
What did the data confirm within the literature? 
 There is limited inclusion of information about acupuncture (and CAM information in 
general) in medical education undergraduate, postgraduate or CPD;  
 There are no standardised communication pathways between general practice and 
acupuncture;  
 Asking about CAM use is not part of standard practice for GPs, and there are high rates of 
patient non-disclosure; 
 Patient use of CAM is high and on the increase. The use of acupuncture by patients is not 
limited to the treatment of musculoskeletal pathologies; 
 There is a distinct gap between patient demand and provision of CAM services;  
 Access to, and sharing information about CAM, is patient driven; 
 Secondary regulation through legislation is a facilitator to collaboration between biomedicine 
and CAM; 
 The relationship between evidence and clinical practice is complex and acts as both a 
facilitator and a barrier to collaborative practice; 
 The westernization of acupuncture has led to confusion about traditional acupuncture’s 
scope and place in clinical practice. 
What did the data uncover that is not addressed by the literature? 
 There are minimal opportunities for interprofessional contact between GPs and 
acupuncturists nationally and potentially internationally. Most acupuncturists work in silos, 
and most GPs work alongside a purely biomedical workforce; 
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 Both groups have a willingness to share information, but require champions within each 
profession to take a lead role;  
 At the time of writing, there was no inclusion of acupuncture within the clinical pathways or 
guidelines for GPs in New Zealand; 
 There is a great deal of uncertainty about the different acupuncture qualifications, 
competencies and scopes of practice within New Zealand; 
 There is minimal research on the competencies of CAM practitioners generally, and 
acupuncture specifically, and the standard of their education, and this remains a barrier for 
collaboration; 
 The discrepancy between what constitutes as a ‘referral’ between general practice and 
secondary care, and general practice and allied and CAM care needs to be explored; 
 Mental health is seen as a complex area of clinical practice by both groups, and offers a 
strong argument for collaborative approaches. 
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Chapter 8 : Recommendations – the development and piloting of a 
data-informed communication and collaboration toolkit 
8.1 Introduction 
The aim of this chapter is to describe the development of a toolkit to enhance communication and its 
components. The current model of communication is portrayed in Figure 12.  
The analysis of the data contained in this thesis found that communication was not optimal between 
the participant groups. The key reasons for this were GPs’ strong sense of duty of care to their 
patients, and the lack of clear visibility of traditional acupuncturists in clinical practice. Within these 
two key reasons the following issues were also identified: the lack of suitable pathways and methods 
for communication to occur, lack of awareness surrounding acupuncturists’ scopes of practice, and 
the difficulties in identification of suitable practitioners. The findings from the analysis of data 
suggested the need to develop ways to improve communication and collaboration.  
The key recommendations from the research are outlined below; these address the key barriers 
impacting on communication and collaboration and inform the development of the toolkit. The 
toolkit consists of a number of components that were offered to both group of practitioners through 
focussed workshops and webinars.  
Key recommendations 
1. Acupuncture’s placement within New Zealand clinical pathways and guidelines needs to be 
investigated including where to embed recommendations for use/referral where 
appropriate.  
2. Standardised referral pathways with ways to determine competencies and ensure patient 
safety is in place need to be initiated. 
3. Opportunities to standardise communication within established secure and effective 
pathways need to be developed.  
4. Opportunities for a sharing of information need to be explored within undergraduate and 
post graduate education, and continuing education/professional development. 
5. There should be encouragement of routine asking by GPs about CAM use. 
6. There is the need to improve competencies of acupuncture practitioners working in the area 
of mental health. 
The contents of the toolkit guided both participant groups through possible first steps in 
communication and collaboration. While this toolkit does not denote a complete and comprehensive 
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communication framework between health providers, it has identified useful starting points from 
which communication and collaboration can be initiated and improved.   
The development of a toolkit followed recommendations that were uncovered by the data analysis 
and the literature review. The toolkit development was an extension of the findings and a 
demonstration of how research findings can be translated into specific areas of clinical utility. The 
thesis aimed to develop practical tools that could be immediately implemented to support practice 
development, and as such, part of the toolkit development involved piloting toolkit items and 
offering practitioner workshops to support their utilisation in practice.  
The presentation of this toolkit follows the general approaches of health care toolkits represented in 
New Zealand health policy documents (262–267). In this approach a problem is identified (the thesis 
questions), national and international literature is reviewed (the review of the literature), experts are 
consulted (in this instance the participant groups were surveyed and interviewed with the data being 
analysed) and solutions are presented (the toolkit development and piloting). Some of the toolkit 
items form recommendations from the research, whereas others are being piloted in clinical practice 
by the author and other practitioners.  
The data analysis informing toolkit development has been presented in Chapters 4, 5, and 6 in the 
form of findings of the nationwide survey and qualitative interviews. This evidence has been further 
discussed and synthesized within the content of the literature in the discussion chapter (Chapter 7). 
This chapter describes the synthesis of this information into the toolkit, and the literature and 
principles that have informed its implementation.  
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Figure 12 Representation of current communication model 
 
8.2 Toolkit components and rationale 
This section will describe the key ‘tools’ informed directly from the data and the review of the 
literature that have been suggested, developed and/or piloted within this research project. Figure 13 
demonstrates the sources of information used to inform the toolkit and the components described in 
this chapter. These tools were not only developed during the process of the research, but were 
trialled and implemented into practice showing a direct translational utility of this thesis’s work. The 
tools were promoted through practitioner-specific workshops that outlined the provider specific 
tools contained within the toolkit. The evaluation of the effectiveness of these workshops is 
presented in the evaluation data at the end of this chapter. 
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Seminars and workshops with evaluation of toolkit 
GP Focussed Tools 
3D HealthPathways document  
Goodfellow CPD podcast 
Medical student education program 
Journal publications 
Conference presentations 
Care select practitioner profiling 
Acupuncturist 
focussed tools 
Undergraduate communication module 
E-note and secure communication 
integration channels  
Communication templates 
Shared access request 
Conference presentations 
Postgraduate education module in MH 
Specialty clinical interest group 
Acupuncturists n= 
13 (Ch 6) 
GPs n=14 (Ch 5) 
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8.2.1  Recommendation one : Clinical pathways/guidelines  
Clinical practice guidelines are defined as "systematically developed statements to assist the 
practitioner and patient decision-making about appropriate health care for specific clinical 
circumstances” (268, p.38). They are based on the fact that both patients, and policy makers, want 
doctors to base as many of their intervention decisions as possible on evidence from clinical trials. 
Clinical pathways can be seen as the latest iteration of a 20-plus year journey from exploratory-
evidenced based studies, through to clinical guidelines, then to clinical pathways. Health 
practitioners, such as GPs, rely on clinical guidelines and/or pathways to inform practice. Guidelines 
attempt to guide decision-making by the health care practitioner, in conjunction with patients, in 
developing an individualised care plan. This is more realistic in clinical practice than expecting 
clinicians to be able to navigate the current and relevant research literature for each presenting 
patient and/or condition (25,26)  
Within New Zealand, clinical guidelines and pathways tend to be localised according to DHBs, and an 
overview is maintained by various government and consumer-led organizations. In addition, some 
organisations develop specific guidelines to meet a clinical need such as in the case of Hutt Valley 
DHB since the inception of their acupuncture maternity clinic. In order for recommendations to be 
made within guidelines and/or pathways, relevant evidence must be sought by the guideline 
development group. To do this evidence reviewed for inclusion must be available and of high quality, 
and it must be correctly interpreted (27,269). 
In the case of acupuncture, and many other CAM therapies, the evidence and recommendations are 
often omitted in national and international guidelines due to their place outside the mainstream 
system of health care, and due to the difficultly in interpretation without a full understanding of the 
intervention. Unfortunately, what this means is that not seeking such evidence precludes possible 
integration at the very beginning of the guidance development process for these CAM therapies. 
Acupuncture’s position in clinical guidelines continues to be contentious, and differs widely between 
countries. Of interest however, is the result of a recent review of acupuncture clinical guideline 
recommendations from around the world which found that over a 27 year period, 2189 positive 
recommendations for acupuncture were made for 204 health problems, mainly in guidelines 
published in North America, Europe and Australasia (270–272).  
The differences between localities are complex and at times confusing. For acupuncture to be 
included as a potential recommendation in a guideline, increased research to evaluate CAM methods 
with concrete evidence and measurable outcomes is required. Greater effort needs to be made to 
ensure that acupuncture, and other CAM and allied health representatives, as stakeholders, are 
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given more presence within relevant guideline development groups, and that evidence is examined 
without bias. Inclusion of all treatment options will give practitioners clear choices as to what is best 
for the patient, or at minimum an analysis of what is available including safety profiling, which can 
then be matched with individual patient needs (221,253). 
Studies have consistently found that practitioners of western medicine who are unfamiliar with 
acupuncture (and other CAM modalities) would benefit from a set of simple guidelines for 
incorporating these techniques in the treatment for a number of common complaints (27,242,273). 
As more GPs are being encouraged to incorporate integrative practices into patient care there is the 
urgent need to develop clinical practice guidelines. These should include acupuncture and CAM, to 
ensure correct application and safety in clinical practice (24). 
However, changes in clinical practice require more than guidelines alone; clinicians need to not only 
determine what to do, they also need to ensure that this is possible. Evidence-based clinical 
guidelines determine what should or could be done, but the second step requires a way to 
implement these suggestions into clinical practice. Implementing guidelines is often difficult if system 
changes are not also in place. As such, guidelines benefit from localisation which incorporate clear 
lines to those who are able to carry out the tasks/interventions required within each particular 
locality (274).  
In 2007, New Zealand’s 3D HealthPathways evolved as a move towards an integrated healthcare 
system, and acted as a platform to disseminate clinical and guideline information with a localised 
framework of access (275). The 3D pathways have followed the clinical pathways evolution which 
started with the evidence-based medicine movement in the 1980s, which was followed by the 
guidelines and audit movements of the 1990’s-2000’s. The 3D Pathways were not dissimilar to other 
international models including the USA-based Intermountain HealthCare and Geisinger, and the UK 
based Map of Medicine. The main difference is the localisation of pathways and the collaborative 
process for construction (275–277). 
The 3D HealthPathways provide a manual for general practice teams to manage and refer their 
patients to secondary, tertiary, and community services. The Pathways have been designed for use 
during consultation, and are jointly developed by consensus and collaboration between hospital 
clinicians and general practice teams. The pathways are maps of publicly and privately funded 
services accessed both by referral and within the community. They are strongly evidence-based, but 
are not full clinical guidelines.  
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One recommendation of this research was to incorporate acupuncture into the appropriate clinical 
pathways to enable GPs to determine the appropriateness of acupuncture recommendations for 
their patients. Therefore, the researcher, in collaboration with the 3D HealthPathways team, worked 
to develop a document to enable acupuncture’s inclusion within the Pathways framework (See 
Appendix H). This was in direct response to the recommendations derived from the data 
(acupuncture’s placement within New Zealand clinical pathways and guidelines needs to be 
investigated including where to embed recommendations for use/referral where appropriate). The 
acupuncture specific pathway document was designed to cover three key areas: evidence for, 
effectiveness of and safety of acupuncture. Additionally, it outlined information on professional 
standards, how to access qualified practitioners, costs and expectations of treatment and any 
subsidies available.  The relevant pathways were then determined based on an analysis of a recent 
systematic review of acupuncture’s evidence, and work began in 2018 on embedding acupuncture 
within the appropriative pathways (48).  
This clinical pathway document was considered a key ‘tool’ in the toolkit which would contribute to 
the research aims on how to improve collaboration and communication between acupuncturists and 
GPs. It did this through determining effective and established avenues for collaborative channels, and 
developed appropriate integration strategies for acupuncture within this pathway. Success of this 
initiative has not been reported in this thesis but could be investigated at a later date. 
8.2.2  Recommendation two : Electronic referral (eReferral) pathways 
The next barrier identified by the data was the difficulty in establishing effective eReferral pathways 
between GPs and acupuncturists. The multitude of electronic systems operating in clinical practice, 
and the incompatibility of these systems, was identified as a key challenge by both participant 
groups, and within the literature (278).  
Referrals are a critical part of the patient journey, enabling providers to work together to provide the 
patient with the right care within the appropriate timeframes. The journey of a patient referral in 
New Zealand often involves the GP determining an appropriate referral pathway/provider (if this is 
known), and can involve the printing of a physical referral document which the patient then takes to 
the provider. If a suitable provider is not known, as is the case with many GPs not knowing suitably 
qualified acupuncturists or other allied providers, the referral contact details would be left blank, 
with the patient determining the most appropriate provider for themselves. This has the potential to 
lead to instances of compromised patient safety from loss of hard copy referrals, and a breakdown in 
communication or incomplete information being shared. Additionally, patients may not necessarily 
have the skills to determine an appropriately qualified provider.  
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The reliance on a hard copy referral also may mean that GPs do not receive information about 
whether the referral has been received or acted upon. This system relies on the GP or the patient to 
follow up on their referral, something which doesn’t always happen, and can lead to the patient’s 
condition deteriorating without receiving appropriate treatment.  
Because of this, eReferrals are preferred, and where possible, the eReferral is to a provider that is 
known and trusted. EReferrals improve information transfer between primary care and 
secondary/allied/CAM care providers by increasing legibility and accuracy of referrals, and reducing 
errors that occur through incomplete information or lost referrals.  
Currently, eReferral frameworks differ between New Zealand regions. For example, the links 
between Auckland primary care providers and the three regional DHBs are fairly well established, 
with the majority of patient referrals between primary and secondary care being sent electronically 
in this region (279). But in the Wellington region (where this research was based), the issue of 
different practices and secondary providers using different or incompatible PMS systems, or no 
eSystems, created difficulties in a standardised process occurring between primary and secondary 
care. There was also an almost non-existent ability to directly refer from primary care to allied care 
and CAM using eReferral systems. 
While the 3D HealthPathways document outlined ways in which a qualified acupuncture practitioner 
can be found with links to the professional bodies’ databases, this did not integrate with GPs’ PMSs 
in terms of a direct eReferral link. The identification of a suitable practitioner is a process that may 
involve too many steps to be practical in a brief consultation. Ideally, GPs would be able to locate 
suitable providers based on professional skills and localities through their own database and PMS 
systems.  
In the case of the Medtech system, which is currently the most widely used PMS among GPs and 
holds about an 80% market share (280), there is an inbuilt search function, supported by the secure 
communication product HealthLink. This can be used to locate specialist providers, from which an 
eReferral can be generated and sent directly to the provider through a secure connection. 
The recommendations of this research encouraged investigation and implementation of an eReferral 
framework. Therefore, the following option was investigated for functionality and usability for 
inclusion within the toolkit; 
CareSelect package : HealthLink 
HealthLink is a New Zealand company holding the largest market share for health eCommunication. 
Within HealthLink there is a system which allows for allied and CAM providers not utilising a PMS, or 
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using one that may be different from the referring practitioner, to be listed as health providers within 
the eReferral network system. To do so requires an application to HealthLink by the provider, and the 
provider or organization also requires a Health Provider Index (HPI) that is issued by the Ministry of 
Health. The principal purpose of the Health Provider Index (HPI) is to uniquely identify health 
providers and to hold that information in a central, national database for use by the New Zealand 
health and disability sector. HPIs are usually applied for via the provider’s Regulatory Authority (RA), 
which is only possible if the provider is regulated under the HPCA Act.  
To date, acupuncturists and many other health providers including counsellors, are not yet regulated 
under the Act. However, upon a separate private application to the Ministry, it was possible to obtain 
a HPI and complete the CareSelect application process. The researcher, after successfully obtaining a 
HPI for use in this research, was able to apply for all acupuncturists registered with the professional 
body to obtain a unique identifier.  
The CareSelect package is a commercial product marketed by HealthLink to generate profit, and as 
such, a pilot test was negotiated to determine its relevancy to clinical practice, for reporting in this 
thesis. HealthLink states the benefits of the product as increased visibility to GPs, quality referrals 
and better patient care. This product equates to a large outgoing expense for a provider in private 
practice when there is no way to determine the product’s effectiveness with no form of analytics 
built into the system.  
To overcome this lack of information received by GPs regarding the product’s utility a training session 
was developed in conjunction with HealthLink for a pilot GP practice to demonstrate the CareSelect 
functionality. The GP practice was chosen due to its proximity to the researcher’s private clinical 
practice and a pre-existing professional relationship. The purpose of the training was to demonstrate 
the product’s functionality and clinical utility and to establish how its utilisation could be directly 
measured. 
The GP training took place in August 2018, and the profiles views and eReferrals generated were 
measured over the following 6-month period (see Appendix I). This information was collected as a 
way to demonstrate clinical utility of a data driven tool. An overview of how this product was 
investigated is shown in Figure 14 to portray the somewhat complex and difficult process an allied 
provider would need to undertake to utilise this product.  
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Figure 14 Process of testing CareSelect product 
 
As highlighted in Chapter 7: Integration and discussion, key barriers included difficulty with 
identification of referral pathways, determining the suitability of acupuncture’s use within clinical 
areas, and the ability of GPs to locate a suitably qualified practitioner. A further barrier was the 
inability to easily refer through established pathways. These barriers have been addressed in this 
research via the creation of a clinical pathway document outlining acupuncture’s appropriate 
position within treatment frameworks, and through the creation and investigation of a secure and 
integrated eReferral pathway possibility between GPs and acupuncturists. While this is only one 
possible solution to the identified barriers, it indicates that communication and collaboration has the 
potential to be improved through the establishment of clear guidelines and electronic referral 
channels. 
8.2.3  Recommendation three : Developing effective communciation channels and 
standardisation of communication 
This research sought to address the identified barriers to communication through the development 
of effective communication channels and suggestions for standardisation of communication 
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processes. This included investigating, and trialling, secure and shared communication options, and 
developing communication templates.  
There is growing recognition that improved communication and collaboration by interprofessional 
groups leads to better delivery and access to care (281). In New Zealand this has been acknowledged 
in the strategic action points described in both the New Zealand Health Strategy (282) and the Digital 
Health 2020 initiative (283), which emphasise the importance of digital solutions to support better 
health care. One of the key current projects that align with this research is the support for an 
electronic health record (eHR). This has the strategic focus on ensuring that the correct, up-to-date 
information on key aspects of the patient history is available, in a transparent, optimised fashion that 
will greatly support decisions made by the clinician at point of care.  
These benefits of an eHR mimic the facilitators for improved communication described in the data of 
this project, which state that sharing information has the potential to improve patient care, and has 
the ability to record and reflect on the clinical effectiveness of shared care plans. The 
implementation of an eHR is a long-term goal with various challenges identified with its roll out. As 
such, other solutions that can be implemented immediately also need to be explored. 
In the New Zealand market, there is increasing recognition of the need for information to be shared 
and for different systems to be able to be linked up (280). While systems have been put in place for 
GPs to communicate with each other, e.g. GP2GP, limited allowance for those operating outside PMS 
systems are in place. This not only applies to acupuncturists working in primary care, but many other 
allied professions such as optometrists, podiatrists, counsellors and speech therapists. 
This research highlighted the less than optimal communication pathways between acupuncturists 
and GPs, but also had reports from both participant groups that showed there is interest in clinical 
collaboration, yet confusion on how to do so. Without a clear and secure communication channel 
readily available, there remains a reluctance to engage. Until such a time that a channel offering a 
secure time-effective method of communication is established it is unlikely that effective 
communication will occur.  
These limitations surrounding interprofessional communication are well documented in the 
literature as barriers to integrative approaches between mainstream and ‘other’ healthcare 
providers. Previous research has recommended specific ideas for overcoming this challenge, with 
one paper stating that one way to improve communication between allied providers and GPs would 
be for providers to be able to send secure electronic messages with a brief summary of their 
diagnosis, treatment, and recommendations (211,215,251). A medical/referral ‘letter’ was the 
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preferred communication method in both this research and reported studies, but the desire to be 
able to do this within online systems was preferred.  
Therefore, the specific recommendations from both the literature and this research were to 
investigate secure systems for communication, and to develop communication templates that could 
be utilised by acupuncture providers to allow an ease of communication. 
hMael™ 
HMael is a secure centralised electronic messaging system that enables the secure exchange of 
unstructured messages, built specifically for the New Zealand health sector. HMael was developed by 
‘Patients First’ which is a not-for-profit company initiated by three organisations wanting to improve 
the collection, use and reporting of health information across the continuum of care. The three 
organizations are: Royal New Zealand College of General Practitioners (RNZCGP), General Practice 
New Zealand (GPNZ) and the New Zealand Ministry of Health. HMael was designed for practitioners 
working in the health system who have the need to communicate with agencies or providers that sit 
on the periphery of mainstream healthcare. The communication involves exchanging basic 
information about patients and their social, welfare or justice needs and as such require a secure 
framework to protect the sensitivity of the information. HMael aims to provide access to all those 
working in agencies or organisations that interact with the health system by providing a simple way 
to communicate across organisational and sector boundaries where appropriate (284).  
Due to its capability, the inclusion of trialling this product for the purpose of this research seemed 
relevant. In February 2018 the researcher met with the ‘Patients First’ CEO and the hMael 
administrator to discuss utilisation of hMael for acupuncturists in New Zealand as an option for 
secure messaging between providers. ‘Patients First’ agreed to its utilisation by the acupuncture 
profession and the roll out was approached in the following ways: initial set up of hMael account 
with researcher, profession-wide communication via eNews and in the annual journal, and a trade 
stand and presentation slot at the 2018 Acupuncture New Zealand annual conference. Success of this 
initiative has not been reported in this thesis but could be investigated at a later date. 
Facility application for shared access 
An additional avenue explored as a direct result of this research was the ability to directly input 
clinical data into a shared electronic patient record held by another provider. An example of this 
would be into a patient file within a PMS of a general practice. To date in New Zealand this has not 
been possible for acupuncturists, or most other allied health providers. To have the ability to be able 
to enter information directly it is necessary for the Information Management Alliance (IMA) within 
the relevant primary health organization (PHO) to set a provider up as a ‘facility’ in the Request 
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Access area within the health information framework. This is usually only done for facilities such as 
aged care but not for solo practitioners. In New Zealand the vast majority of general practices and 
practitioners will be registered with a local PHO. 
The PHO approached to initiate this request was Compass Health, which provides primary health 
care services, predominantly general practice, in the lower North Island of New Zealand. Compass 
Health holds the license for the use of the ManageMyHealth™ software-as-a-service application for 
the purposes of enabling shared electronic health care records for patient data. The shared access 
requests are managed by the IMA, which is responsible for the security, management, accuracy and 
transfer of electronic health information of patients. 
A request for access request was lodged with Compass Health and the IMA to allow the researcher 
(KR) the ability to be set up as a ‘facility’ within the ManageMyHealth framework. This was for the 
sole purpose of reporting treatments provided, patient outcomes and the raising of red flags. The 
request was approved by the IMA and a contract was drawn up between Compass Health and KR 
that enabled general practices to share health records of patients in the care of the researcher, with 
the researcher. Following the signing of the contract the researcher attended a one-on-one training 
program with Compass Health in order to be able to access and use the system appropriately and 
effectively. After completion of this training the researcher had the ability to request access to 
patient electronic records, and directly enter acupuncture treatments and outcomes. This was the 
first time in New Zealand this was able to occur and was seen as a possible avenue for enhancing 
communication and collaboration between the two groups of providers. Success of this initiative has 
not been reported in this thesis but could be investigated at a later date. 
Communication letter templates  
The main communication contact points identified by both participant groups as relevant were 
clarified by the survey (see Chapter 5). There was agreement that the most appropriate time for 
correspondence to occur was at: a) the initial referral, b) at the conclusion of treatments, and c) if 
there were unexpected changes, red flags or deterioration in the patient’s condition, or a change 
that had caused concern. As such it was deemed relevant to design templates (see Appendix J) to 
address the above three scenarios. 
In New Zealand the RNZCGP standard recommendation for general practice defines the essential 
information to be included in referrals as: 
 Special considerations: interpreter needed, language, disability, transport 
 Current problem 
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 Current medical warnings 
 Long-term medications 
 The reason for referral 
 Background information and history 
 Key examination findings 
 Current treatment 
 Appropriate investigations and results 
 
Furthermore, in a study investigating the topic of referral documentation, GPs and CAM practitioners 
concurred on four elements that should be included in such a referral letter: conventional-CAM 
diagnosis with coherent terminology, possible conventional-CAM treatment interactions, description 
of the treatment plan and its goals, and quality issues regarding CAM supplements (4). These 
recommendations formed the basis for the development of the practitioner templates for 
acupuncture provider use. These templates were available as word documents that could easily be 
incorporated into hMael messages or printed as hard copies. These templates were also sent to the 
NZ School of Acupuncture and TCM (NZSATCM) for utilisation by student clinicians.  
 
This research highlighted that many acupuncturists were unlikely to attempt a discharge summary 
for the return of their patients’ care to the GP. Discharge summaries should facilitate the safe 
transition of care from one provider to the other, or for a patient back into the community, delivering 
information that is both relevant and accurate to aid continuing care. However, errors with discharge 
summaries are common, and GPs are often unhappy with the legibility, timeliness, and accuracy of 
discharge summaries. It has been found that using structured templates for discharge summaries can 
lead to striking improvements in the quality of their content (252). The discharge summary should 
tell the story of the patient's treatment and be detailed enough for the receiving healthcare 
professional to have an idea of what happened. Unnecessary jargon, acronyms, or superfluous detail 
should be omitted. The survey and subsequent interviews that were part of this study specifically 
asked what GPs would like to be included in these communications, and the templates were 
designed to reflect this. 
The third scenario where communication was deemed necessary was when the patient had had an 
unexpected change or deterioration of condition, or if a red flag was raised. Red flags are indicators 
of possible serious pathology and require immediate or urgent attention. Acupuncture practitioners 
are trained to recognise red flags in clinical practice, but this may not necessarily involve the training 
on who to refer to and what to include in any communication. A concern identified in the survey data 
is the lack of collection of patients’ GP information by acupuncturists, and the lack of a direct 
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pathway for red flag notification. These findings informed the development of the red flag 
notification templates and education module that were provided for both acupuncture students and 
practitioners use via the NZSATCM and the acupuncture professional organisations. 
To summarise, this recommendation included trialling the secure medical eMessaging system, 
hMael, and the development of the data driven communication templates for use at the identified 
time points. Success of this initiative has not been reported in this thesis but could be investigated at 
a later date. 
8.2.4  Recommendation four : Information sharing and education 
Both the literature and the analysis of the data generated in this study highlighted the need for 
increased opportunities for sharing of information between professional groups. A successful 
integrative healthcare model needs open discussion and a cooperative team spirit. Development of 
health care education and training programs involving integrative models and discussions are 
essential requirements to build workforce capability (37).  
Education and dissemination strategies discussed in the literature and by participant groups ranged 
from traditional avenues such as publications and presentations at national conferences, to more 
grassroots avenues such as lectures, networking with colleagues, and working with professional 
organisations to build stakeholder relationships (232). 
Professional provider organisations were seen as key stakeholders in the development of these 
initiatives. Professional organisations should be encouraged to increase information sharing and to 
support practitioners by sending information to other health providers, or offering onsite CPD 
visits/meetings. Indeed, there is the potential to work with other governing and professional bodies 
to design appropriate continuing professional development (CPD) courses across multidisciplinary 
groups (27). 
The recommendations from this research led to the initiation of a two-way information sharing 
process that involved inviting conference presentations and CPD sessions by both participant groups 
to the other participant group. The details of the conference presentations and CPD sessions 
undertaken as part of the research process are summarised in Appendix K.  
Undergraduate training module for acupuncturists 
The research data highlighted a gap in medical communication content and competencies contained 
within New Zealand acupuncture education. The lack of content guidelines identifying the crucial 
elements for communication can make efficient communication between unfamiliar parties with 
potential language and paradigm barriers challenging. This oversight in education is not unusual, with 
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most  international health provider training programmes not including communication skills as part 
of the academic curriculum (211,285).   
However, through data and literature analysis, it became evident that it would be useful to include a 
programme to teach acupuncture students communication skills. This would include writing 
consultation letters and development of some basic communication templates that could be used by 
both students and providers in clinical practice. Additionally, this information could be offered to 
practitioners in practice through information sessions, and the provision of the templates from 
recommendation three via the professional bodies. This potentially has the ability to greatly improve 
acupuncturists’ ability to communicate with GPs (211). 
As previously discussed, recommendation three highlighted the need for standardised 
communication, and as such the development of communication templates that formed part of the 
toolkit. To assist with the uptake and utilisation of these templates and to encourage 
communication, the researcher discussed possible placement of a communication module within the 
undergraduate education framework within one of the key acupuncture training facilities in New 
Zealand, the NZSATCM.  
The educational facility accepted the proposal to include a module in the third year paper of the 
course titled “BSC-WMS-301 Diagnosis and Referral” (see appendix L). This course stated aims were 
to enable students to use their knowledge of anatomy and physiology and biomedical pathology, and 
to enable the student to be familiar with the commonly used biomedical monitoring, screening and 
diagnostic procedures. The course aims to allow students to interpret these so that they can 
recognize signs and symptoms (red flags) that indicate the need to refer to mainstream medical care. 
The current course outline states the learning outcome: Formulate decision(s) on the prudent/safe 
management of the patient. The teaching of this component of the paper now includes an 
introduction to the use of the communication templates and the framework of the secure health 
messaging options available for clinicians in practice.  
Additionally, a communication assessment component was added to the student’s case reporting 
framework whereby a letter utilising one of the templates provided was incorporated into their 
management of a patient seen in the student clinic. The addition to the curriculum and assessment 
framework is scheduled to commence in 2020. 
8.2.5  Recommendation five : Routine asking about CAM by GPs 
The GP has been described as a health coach to the patient specifically in regards to CAM use (206). 
The health coach role could begin with the GP inquiring about the patients’ CAM use then listening 
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and recording the information effectively. A more active position would include the GP enquiring 
about CAM and being able to provide relevant information including referral to or collaboration with 
CAM practitioners. However, as ascertained by both the data in this study and in the literature, many 
patients do not disclose CAM use to their GP (5) and many GPs are unlikely to inquire routinely about 
their patients’ CAM use (223). This means that this coaching role, in many instances, is unable to be 
fulfilled.  
One of the findings from this thesis, supported by the literature, is that routine inquiry about CAM 
use by GPs should be encouraged (13,46,210,223). To support this finding a peer-reviewed journal 
article was written as a prelude to further potential empirical work as an outcome of this thesis (see 
Appendix M) (6).  
8.2.6  Recommendation six : Increasing acupuncture practitioner mental health 
competencies 
The data in this research revealed concerns around acupuncturist competencies in the treatment of 
mental health patients. This included two aspects of mental health treatment: 1) competencies in the 
knowledge and skills of biomedical treatments of mental illness and, 2) competencies in employing 
TCM to treat mental illness. Both participant groups voiced this concern.  
This area of clinical practice was specifically investigated for a number of reasons, including the 
challenge it presents in clinical practice across the board in terms of treatment effectiveness and 
efficacy. Both groups identified mental health treatment as one requiring specialist clinical 
knowledge, ability to collaborate on shared care plans, and an awareness of risk in terms of safety of 
both patient and provider. Mental health patients can require long term and complex treatment 
approaches, and many mental health patients present with comorbid health problems and are 
considered a vulnerable population. If the challenge of communication could be addressed 
surrounding the complex area of mental health, the transferability to other areas would be 
achievable (60,256).     
While many acupuncturists in this study acknowledged they treated mental health conditions, none 
interviewed felt confident to take the lead role in a mental health patient’s care and would often 
look for external support during the course of treatment. This is not surprising as acupuncture is not 
commonly associated with mental health treatment despite there being reasonable evidence to 
support its inclusion as a treatment option (144,145,160,286–291). 
Due to the identification of these clinical issues, one of the recommendations of this research was to 
provide an avenue to increase acupuncturists’ clinical competencies in the treatment of mental 
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health conditions, and to develop a support framework for clinicians working in this area. This was 
done in two ways: through the establishment of a specialty clinical interest and advocacy group, and 
through the development of a postgraduate level clinical paper. 
Establishment of the Acupuncture for Mental Health Clinical Forum (AMH) 
Based on the findings derived from the interview data in 2016 the researcher established an 
acupuncture clinical interest group to support and develop competencies in the treatment and 
management of patients with mental health. The mission statement of this group was developed as 
follows:  
The Acupuncture for Mental Health clinical forum (AMH) is a group of qualified and 
registered practitioners with a primary interest in public advocacy, education and 
delivery of acupuncture in the field of mental health.  
The AMH team work together to continually improve their competencies in mental 
health care through dedicated professional development and supervision. They actively 
engage with all levels of mental health, including research, policy, education, and hands 
on clinical practice.  
The AMH aims, through a commitment to collaboration, to extend the reaches of the 
mental health support network into the allied and complementary health sector.  
The group developed terms of reference, a subset of which is based on the findings of this research. 
These are: 
 To commit to engaging in Continuing Professional Development (CPD) that incorporates the 
latest scientific findings, specifically in the field of mental health acupuncture and Chinese 
herbal medicine. 
 To provide a professional support network and peer supervision, specifically in the field of 
mental health treatment/knowledge in relation to acupuncture and Chinese herbal medicine.  
 To raise awareness among other health providers, policy makers and government bodies 
about the potential for inclusion of acupuncture and Chinese herbal medicine in both 
primary and secondary mental health services. 
 To be a point of contact for outside organisations/parties who may wish to approach the 
membership regarding research opportunities, educational exchanges, or to provide on or 
offsite treatment services.   
 To publicly promote/advocate the use of acupuncture and Chinese herbal medicine as a 
valid, safe, effective, treatment modality for mental healthcare.  This will be delivered 
through the development and maintenance of an AMH website, AMH brochures and 
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engaging with relevant organizations such as Mental Health Foundation, General Practices 
and public interest groups in the region. 
 To liaise and engage with western medicine practitioners and allied health professionals 
concerning mental healthcare. (The full terms of reference are included as Appendix N) 
The group established a meeting framework of every two months, and more regular communications 
via a closed Facebook group for members only. By the end of 2018 the group had had 8 meetings, 
created a website (www.amh-nz.org), designed a brochure to use when working with other 
professions, confirmed membership requirements and been involved in professional supervision and 
CPD training specific to this clinical area.  
The establishment of this group was a direct result of the recommendations of this research, and the 
researcher’s post graduate specialised mental health study, and has clear clinical utility. The 
framework for its development and strategy can be easily transferred to other clinical areas and 
groups where competencies need to be developed. 
Development of an acupuncture postgraduate mental health specialty paper 
Data derived recommendations to increase acupuncture practitioner competencies led to the 
development of a course outline for a postgraduate level paper for acupuncturists specialising in 
acupuncture and mental health. This will support clinicians to develop confidence in the 
management of mental health clients and increase the ability to work collaboratively with others in 
the field. The course outline for this subject is included as Appendix O and has now been accepted by 
the NZSATCM, the only school offering post graduate studies in acupuncture in NZ, for inclusion as 







Overview of research informed toolkit components 
Table 15 Overview of research informed toolkit components 
Key themes identified in the data 













Research informed recommendations Research informed toolkit items  
GPs should remain as the central 
repository of information 
X X X Initiation of shared records, eReferral 
pathways and secure messaging 
ManageMyHealth (request access) 
agreement. 
Templates for communication from 
acupuncturists to GPs.  
No established feedback 
loop/inclusion in medical records 
X X X Initiation of shared records, eReferral 
pathways and secure messaging, standardised 
templates for communication. 
Inclusion of communication module in 
acupuncture undergraduate training 
Recommendation of secure electronic 
messaging service between GPs and 
acupuncture (hMael). 
ManageMyHealth (request access) 
agreement. 
Templates for communication from 
acupuncturist to GPs. 
Course outline for communication module 
in undergraduate acupuncture training 
No clear referral pathway X X X Initiation of shared records, eReferral 
pathways and secure messaging 
Recommendation of secure electronic 
messaging service between GPs and 
acupuncture (hMael). 
ManageMyHealth (request access) 
agreement between Compass Health and 
Kate Roberts. 
Care Select Profile Development within 
Medtech. 







Key themes identified in the data 













Research informed recommendations Research informed toolkit items  
Reliance on patient disclosure X X X Suggestion for scripted and regular 
questioning about CAM in GP consultations 
Standard recording of GP information with 
consent for contact in acupuncture clinical 
records 
Article published on ethical requirements to 
discuss CAM. 
Establishment of an acupuncture clinical 
consent form with GP contact as part of 
consent process within e-note systems. 
Lack of awareness /understanding of 
scope of practice 
X X X Co-Location 
CME meetings 
Presentation at conferences 
Inclusion in clinical pathways 
Inclusion in undergraduate training programs 
Information summaries/brochures of 
acupuncture for certain conditions 
Goodfellow podcast  for GPs’ CME 
Invited presentation of GP at AcNZ 
conference and CME meeting  
Article highlighting research in the NZMJ. 
Presentation by acupuncturist at GP 
conferences  
Inclusion in localised clinical pathways  
Unique language of acupuncture X X X Development of communication templates  Templates for communication from 
acupuncturist to GPs. 
 
Competencies of providers in the 
management of mental health 
patients 
 X X Developed a clinical interest group with 
focussed PD opportunities 
Development of mental health specific post 
graduate papers 
Terms of reference and website link for 
AMH group (Acupuncture for Mental 
Health). 
Sample information brochure on 
acupuncture for mental health. 




8.3 Toolkit implementation strategies  
8.3.1  The workshops 
The toolkit implementation occurred through individual piloting and reporting by the researcher, and 
through raising awareness of the tools through online webinars and information sharing sessions. An 
overview of the toolkit’s development and utilisation was important information for both the 
participant groups. It was of special relevance to be able to feedback directly to those participants 
involved in the study. The workshops described here had the purpose of getting feedback on the 
tools developed, train participants in the use of the tools, and to provide the opportunity for 
evaluation of the tools.  
Two workshops focusing on the practitioner specific tools were carried out in September 2018, one 
with a specific focus on GP orientated tools and the other on acupuncturist orientated tools. The GP 
training was held during a lunchtime education session at a GP practice. The design of the workshop 
was well received as it was offered in a location and time of the GPs’ choice and allowed for 
immediate feedback and use of the tool. The acupuncture workshop was offered as an online 
webinar and covered a range of acupuncture focussed tools. This was offered throughout New 
Zealand and was approved by the professional bodies for CPD points. It was held in the evening out 
of usual clinic hours to encourage wider participation.  
The workshops were promoted via direct contact with the study participants and/or via the 
professional bodies. They were designed to highlight the problems or barriers that currently exist 
surrounding communication and collaboration, and identify the need for change. The workshops 
provided support to achieve this change through offering the tools that had been developed and/or 
tested during the course of the research. The workshops provided an overview of the project and its 
main findings, followed by a description of the tool development with an emphasis on those that 
were ready for practitioner use, and an overview of those items still in development. To increase 
their potential effectiveness, the workshops encouraged group discussion about where and when the 
tools would be relevant. 
8.3.2 Acceptability and utility : workshop evaluation 
The acceptability of the tools outlined in this chapter and promoted via the workshops was evaluated 
by a brief online questionnaire (see Appendix P) administered immediately following the workshops. 
The questionnaire contained a mixture of closed and open questions (free text). The questionnaire 
focussed on comfort with the use of communication tools prior to and after the workshop, and 
 
 189 
discussion on any changes pre and post with the free text informing future recommendations for 
research or tool development.  
The evaluation of the GP focussed workshop outlined in Table 16 showed that of the 10 participants 
eight either agreed or strongly agreed that the content of this session provided tools they can use in 
clinical practice. Six agreed or strongly agreed that the session introduced them to ideas that they 
had not yet thought of, and six agreed that the session was relevant and applicable to their clinical 
practice. Six agreed that the session encouraged them to communicate and collaborate with other 
practitioners, and six agreed that following the session they felt more comfortable with 
communication and collaboration with other practitioners using this tool. Seven agreed or strongly 
agreed that they would recommend the tool to others.  
The main feedback from the session was that it was useful to have a tool that was easy to access 
through established channels, and that the interactive approach using the specific real world 
example was helpful. 
Other feedback was that it was useful for an acupuncturist to present this information as it 
familiarised the provider with the GPs and provided a further opportunity to build trust and establish 
confidence in abilities.  
Areas for improvement included that the session could be briefer. GPs are comfortable with 15 
minute chunks of information that mimic the length of a clinical consultation, so future sessions 
would be structured to fit into this time frame. For those that were already familiar with the tool the 
session did not offer new insights. Future sessions therefore could allow more time for specific 
feedback on the tool, and try to attain utilisation statistics (i.e. how to measure a change in practice) 




Table 16 Evaluation of GP focussed training 
 Strongly Agree  Strongly 
Disagree 
1 2 3 4 5 
The content of this session provided tools I can use in clinical 
practice 








This session introduced me to ideas that I had not yet thought 
of 


















The session encouraged me to communicate and collaborate 











After this session I feel more comfortable with communication 









































The best thing about the session was 
 
 
Quick and efficient. Kate met the team 
Personable 
Knowledgeable presenters, quick and to the point 
Being able to access health care providers through 
HealthLink 
What could be improved with the session? 
 
NA 
We've used the form so could have been briefer 
Nothing - interactive, great 
Any other comments? 
 
 
I use the platform already, so not new for me. 
Going through the tabs 
Very informative 
 
The evaluation of the acupuncturist-focussed workshop outlined in Table 17 showed that of the 17 
participants, 15 either agreed or strongly agreed that the content of this session provided tools they 
can use in clinical practice. Sixteen agreed or strongly agreed that the session introduced them to 
ideas that they had not yet thought of, and 16 agreed that the session was relevant and applicable to 
their clinical practice. Fifteen agreed that the session encouraged them to communicate and 
collaborate with other practitioners. Thirteen agreed that following the session they felt more 
comfortable with communication and collaboration with other practitioners using this tool. Fifteen 
agreed or strongly agreed that they would recommend the session to others.  
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The main feedback from the session was that those who attended found the specific examples on 
how to communicate and collaborate and the tools provided was useful for enhancing clinical 
practice. The participants felt that following the webinar they had expanded awareness of 
communication and collaboration possibilities.  
Areas for improvement included providing a Chinese translation or subtitled version for practitioners 
for whom English is not their first language, ensure handouts are provided (this was done following 
the webinar but perhaps could have been made available prior) and to mute other participants to 
avoid background noise. Participants commented that they would be keen for further sessions in the 
future. 





1 2 3 4 5 












































After this session I feel more comfortable with communication and 









































The best thing about the session was? 
 
 
 Learning how to communicate with other practitioners. 
 The information about how to send patient info securely 
and ideas about how to approach GPs. 
 Expanding my awareness of the possibilities of how and 
when to communicate with GP's or other health 
practitioners. Useful links and instructions on templates 
and communication tools. Thanks. 
 Clear, easy to follow with lots of great ideas. I had no idea 
about hMael- super cool tool! Thank you!! 
 The breadth of content - new knowledge such as being able 
to request Shared Access and invest in a profile on 
HealthLink; great concepts to consider for the future once 
freed up to do more clinical hours (from a fellow PhD-er!!). 
 The letter templates and the link. 
 How to communicate with GP and lots of ways to learn to 
how to communicate. 
 Communication Tools. 




 I know how to communicate with GP with secure method. 
 Electronic tools. 




 I cannot find what the session is needed to be improved 
 A handout with links would have been useful - I couldn't 
click on any of them for some reason...perhaps this was 
explained more in the first 15mins though which I missed 
unfortunately! 
 Nothing comes to mind. Was good :) 
 I guess follow up links?? There may be some that I missed. 
 Speak slower to help non-English speakers. 
 Consider to English is second language. 
 Ways to learn to how to communicate. 
 Mute other users during presenting. a bit noise sometime 
Any other comments? 
 
 
 It is great idea 
 It is very useful for me to run my business. 
 inspirational much needed ground work for the 
acupuncture profession and how we can move forward 
with integration 
 Thank you so much for sharing this. You have obviously put 
a huge amount of work into this and I really appreciate 
your advice, suggestions and hearing from your experience. 
It makes the world of difference to know that someone--
you are helping to improve the communication between 
CAM and GP's and making it all so much more accessible 
for us all. So thank you. 
 The profession is fortunate to have you pursuing this 
avenue of research.  Look forward to a further episode. 
 
8.4 Discussion 
Toolkit design and other aspects of implementation research have become increasingly relevant in 
academic literature. This is because many interventions found effective in research studies often fail 
to be translated into meaningful patient care outcomes (199). The direct relevant clinical utility of 
this project works towards the goal of implementation that links the research directly to clinical 
practice. Through the course of this project it was necessary to adapt the research methods in light 
of findings or insights from the previous phase to ensure the successful achievement of the research 
aims. Due to the researcher’s role in the testing of the research informed tools, she was able to bring 
her personal insights and experiences into the recommendations that emerged due to the proximity 
to the issues under study during the implementation of these tools. However, for this research to be 
relevant it was necessary to encourage the utilisation of these tools beyond the researcher’s own 
testing and have the ability for direct feedback. Further consideration will be given for distribution to 
the sector.  
Aspects of the toolkit development aligned with the prior position of the researcher regarding 
identifiable barriers to communication between the two participant groups, and included the letter 
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templates and development of secure communication pathways. These two aspects of 
communication are supported by prior research (252). 
However, other aspects of the tool development had not been considered previously by the 
researcher and were derived directly from the data. These were the inclusion of acupuncture in the 
New Zealand clinical pathways, and the development of practitioner competencies through the 
development of the focussed clinical speciality group (AMH). Both of these items will develop over 
time on the completion of the thesis.  
8.5 Summary 
In summary, in this research the quantitative survey helped to identify patterns of practice that were 
confirmed and elaborated by the findings from the semi-structured interviews. The use of mixed 
methods gave the inquiry a mix of balance and perspective. The findings from both approaches 
stimulated the construction of tools to address the research question.  The critical realist stance 
ensured that the contexts and mechanisms informing the barriers addressed were acknowledged 
and tested by the tools. The critical realist approach also allowed the researcher the ability to gain an 
overall perspective and allowed the assumptions made by the data to be better integrated into the 
specific context in which the research took place (162). 
One of the aims of this thesis is to design tools with clinical utility not only to enhance 
communication between GPs and acupuncturists, but also to allow transferability to other groups 
within health care. A representation of the enhanced communication model can be seen in Figure 15.  
This chapter discussed the specific rationale for each data driven toolkit component, and explored 
how each item could be implemented. It discussed the exposure of the toolkit through the 
description of the training webinars, and followed with an outline of participant evaluation of these 
workshops. The tools included within this toolkit were considered practical and accessible, and have 











Chapter 9: Conclusions and recommendations 
9.1 Introduction 
This chapter presents a discussion of the contributions made by this research, and the implications of 
these to clinical practice. It aims to combine the strands of the thesis into a collection of knowledge 
to make it accessible to others. This chapter begins by presenting a summary of the key findings 
presented and discussed earlier in the thesis. This chapter will also include a discussion of the 
strengths and limitations of the research, the contribution this thesis makes, its implications, and 
areas suggested for further research.  
9.2 Summary of the research and key findings 
The overall aim of this thesis was to examine the current model of communication and collaboration 
between two participant groups and focus on the development of facilitators for change. The thesis 
used a mixed method research (MMR) approach involving the examination and analysis of the views 
and experiences of the two practitioner groups. This methodology combined quantitative survey, 
qualitative semi-structured interviews, and toolkit development and piloting. It also utilised elements 
of implementation research and evaluation. This thesis utilised a case study of mental health care 
due to its relevance to both groups of participants, and the specific complexities surrounding the 
care of mental health patients.  
This thesis lies within the discipline of health services and communication and uses a case study of 
mental health within the health services of primary care and acupuncture. The application of critical 
realism within the mixed methods approach to research encourages a context specific examination 
which may only be captured through a reconceptualisation of a problem being investigated (292). 
This research involved the pulling together of ideas from the dyad of researcher and two separate 
participant groups and working to problem solve a specific problem i.e. current barrier to 
communication. To sufficiently resolve the problem, the practical application of the tools developed 
during the research strengthened the ‘reality/realities’ which were being investigated and enabled a 
reflection on the thesis’ utility. 
The following list outlines the key findings from this research. 
1. The literature review identified limited communication opportunities between general 
practice and acupuncture. This included communication and collaboration between the two 
groups for the treatment of all conditions including mental health. Few studies have analysed 
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relevant issues regarding the collaboration between acupuncture and western medicine from 
the perspectives of these health professionals.  
2. The literature review also identified the significant burden of disease of mental health, and 
less than optimal consumer access to services, and ineffectiveness in part, of all treatment 
modalities. A large number of mental health patients are self-selecting forms of CAM as an 
adjunct or standalone treatment for the management of their mental health. There are 
potential risks associated with unmonitored adjunctive use of CAM, and communication 
between treatment providers is encouraged. The survey also concurred with the literature 
review findings, with mental health being confirmed as a complex area of clinical practice by 
both participant groups. The complexity of this clinical area suggests an increased need for 
team approaches and offers a strong argument for collaborative care. 
3. The methodology identified significant challenges in the coding of a relatively untapped 
topic. This led to an exploration of coding structure and code book creation and in turn led to 
the skill attainment, and development, in qualitative methodologies that strengthened the 
rigour of this study. 
4. The data collection and analysis in this research identified that there are both barriers and 
facilitators to communication, which while significant, are not insurmountable. The 
quantitative survey confirmed that current communication and collaboration was limited, 
with a sizable proportion of GPs never having been in contact with an acupuncturist and vice 
versa. When referrals or collaborative approaches did occur, they tended to be via informal 
verbal methods, instead of formal or direct methods. Both participant groups preferred 
electronic or written forms of communication such as email, letters or secure messaging.  
5. The barriers identified by the data analysis included: uncertainty about acupuncture’s scope, 
evidence to support acupuncture’s use and the concern around how to identify suitably 
qualified and competent practitioners.  
6. Acupuncture was most commonly linked by participants to the treatment of pain associated 
with musculoskeletal conditions. However, the majority of acupuncturists had experience 
treating a broad range of conditions which included mental health. 
7. Findings from the data analysis provided the background evidence and theory for the 
development of the multi-faceted communication and collaboration toolkit. This was 
developed to address the barriers to communication identified in this research, and to 
facilitate change. The tools contained within this kit were aimed at enabling both participant 
group’s opportunities and pathways to communicate and collaborate. The initial piloting of 
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these tools has been implemented and evaluated to assess acceptability to both groups. This 
was a multi-faceted intervention with direct clinical utility aimed at influencing practitioner 
practice. 
8. There are minimal opportunities for interprofessional contact between GPs and 
acupuncturists. Most acupuncturists work in silos, and the majority of GPs work alongside a 
purely biomedical workforce. However, there is potential for the sharing of information 
between groups. This could take the form of inclusion within medical education in the forms 
of undergraduate and postgraduate tertiary guest lectures, CPD such as online webinars or 
podcasts, lunchtime CPD sessions held onsite in general practices, and through targeted 
conference presentations. 
9. While there are currently no standardised communication pathways between general 
practice and acupuncture, there are potential secure electronic pathways within established 
communications systems.  
10. Routine asking about CAM use is not part of standard practice for GPs and there are high 
rates of patient non-disclosure. Asking about CAM use can be encouraged through raising 
awareness via published articles, conference presentations and exposure to practitioners in 
the community.  
11. Prior to this thesis there was minimal inclusion of acupuncture within the clinical pathways or 
guidelines for GPs in New Zealand. This thesis utilised the published evidence to encourage 
collaboration through the development of the output that formed the basis for inclusion of 
acupuncture within the New Zealand clinical pathways.  
9.3 Comparison with other interventions designed to change health provider 
behaviour 
Translating research into routine clinical practice is not without its challenges. In Johnson’s 
systematic review looking at promoting effective behaviour change he states that tailoring 
interventions to identified barriers is more likely to improve practice than not. This review identified 
key factors that contribute to the success of change implementation. These included: multifaceted 
interventions offered with a multifaceted educational approach, academic outreach whereby change 
is introduced within education, and continued monitoring of change such as through audit and 
feedback loops. This systematic review concluded that interventions based on action and various 
types of education tend to be more likely to successfully change professional behaviour. A further 
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review by Grimshaw looking at ways to change provider behaviour also stressed the importance of 
active dissemination strategies to encourage implementation (293–296).  
A later systematic review investigating what influences professional behavioural change found that 
behaviour change interventions (which included education, training, and enablement in the context 
of collaborative team-based approaches) were effective in changing the practise of primary 
healthcare professionals (294). 
These reviews highlight the fact that although there is a growing body of research evidence, this is 
not always easily accessible to professionals in practice, and for practice change to occur active 
rather than passive approaches, are more likely to promote behaviour change. This research 
attempted to address the difficulties associated with research translation by utilising a multifaceted 
approach to toolkit creation, piloting and evaluation. 
While the findings of the toolkit evaluation in this study are promising, they must be interpreted with 
caution. Nevertheless, the initial demonstration of clinical utility within this project provides valuable 
insights into the likely effectiveness of a variety of different approaches to communication and 
collaboration. Future recommendations for communication and collaboration between provider 
groups should be informed by the findings of this research. 
9.4 Methodological strengths and limitations 
9.4.1 Analysis 
The mixed methods approach to analysis allowed an in-depth exploration of the participant’s 
viewpoints and beliefs about communication and collaboration, and the identification of barriers and 
facilitators to this between participant groups. The interviews, and their analysis, were conducted by 
the same researcher (Kate Roberts) whose background includes several years in acupuncture clinical 
practice and education, and interaction with acupuncture practitioners nationwide in her role on the 
Acupuncture Council of New Zealand. While a risk of bias due to this background was identified, 
steps were taken to minimise its influence (as discussed in Chapter 3).  
Further, it is also thought to be a methodological strength as the study was orientated to clinical 
practice and the researcher was able to provide an ‘insider’s perspective’. The consistencies of the 
findings with the researcher’s prior position have been examined via the adoption of the critical 
realist ontology throughout the analysis process. As the acupuncture participants came from similar 
educational backgrounds and had similar practice conditions to the researcher, then consistency in 
beliefs across aspects of the research is not surprising. It was due to this anticipated bias that the 
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approach to rigour of analysis was taken (as reported in Chapter 3) to ensure that the findings were 
accurate representations of the data. However, even with the confirmation of these positions a 
number of new findings also emerged.  
The main limitations of the survey related to the low response rate and a degree of potential self-
selection in the response. The low response rate and self-selecting sample may introduce a potential 
bias that reflects a non-representative viewpoint. These survey findings therefore should be 
interpreted with caution. When respondents self-select findings may not reflect the opinions or 
behaviours of the entire population (297). However, the survey provided a useful expression of 
opinion that revealed questions that were investigated in greater depth through the semi-structured 
interviews (298).  
Despite recruitment challenges and survey response rate, interest from health practitioners was 
evident from the continued involvement in later parts of the research such as attendance at 
conference presentations, CPD sessions and online webinars. Additionally, the strength of the survey 
development, distribution and analysis, and the skills demonstrated by this process demonstrate skill 
acquisition in survey development, distribution and analysis.  
Additionally, this low survey response is not uncommon in a primary care survey context with non-
response rates being on the increase in health survey research, with researchers actively trying to 
find solutions to this problem (299). This research attempted to minimise non-response through 
offering both online and paper versions of the survey, through piloting the survey and running focus 
groups during the development phase, through obtaining good media coverage for the project and 
finally through offering a charitable incentive for completion. Unfortunately, this still produced a low 
response rate. It is likely that respondents had an interest in the topic area that may have led to 
further bias complications, but as completing a survey (other than a national census) is in no way 
enforceable or compulsory, this could be the same for all survey research. On reflection, the survey 
could have been sent to the entire population as this would have been possible within New Zealand 
and may have provided a large enough response rate to allow for the application of inferential 
statistical processes. 
While there are no published surveys for New Zealand acupuncture practitioners, survey responses 
have been compared to census data and national workforce data where available and discrepancies 
with the sample were clearly reported in the findings chapters. However, despite these limitations, 
the survey allowed valuable information to be collected from both practitioner groups on this topic 
for the first time in New Zealand. 
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Another potential limitation was the limited variation and depth provided through the use of 
convenience/purposive sampling for the qualitative interviews posing a threat to external validity 
(300). However, it is stated clearly throughout the analysis that only the viewpoints of those 
interviewed are being reported. The combination of sampling techniques meant that those who 
identified themselves as willing to be interviewed were tabulated then stratified according to 
demographic profiles, and purposefully identified as participants to represent as broad a sample as 
possible. 
In this study the random sample accessed for the quantitative survey did not yield enough voluntary 
participants for the in-depth interviews, hence, the sampling framework was modified. Demographic 
data was collected to allow for comparison to the larger sample of survey participants, and also to 
the census and workforce survey data carried out nationwide (194,195). These demographic 
comparisons were reported for the purpose of transparency but are not necessary to inform 
qualitative styles of analysis. Qualitative research can only provide a particular sample of responses. 
Utilising a purposive sampling frame provided a useful range of responses which could then frame 
both the main study findings and toolkit development. However, in qualitative research the 
experience and viewpoints of all those interviewed are of equal value and generalisability to wider 
populations is not the necessary intended goal in this type of analysis.  
Additional limitations and biases that have the potential to arise through the use of interviews 
include those of human interaction. These, although unintentional, can arise when the influence of 
the interviewer may have an impact on the responses of the research participants. A further 
limitation of the surveys and interviews is that they involved practitioners from New Zealand only; 
therefore, these findings may not be generalisable outside of this geographical area. However, the 
literature review identified parallel issues in other countries, especially westernised ones 
(207,209,211,216,253,301,302).  
A limitation to the implementation phase of this thesis was the reporting did not clearly follow 
suggested implementation reporting guidelines such as the StaRI checklist (303). These checklists 
require extensive description of context, implementation strategies and interventions, as well as the 
reporting of a broad range of primary effectiveness, process, health, economic, and implementation 
outcomes. This was seen as beyond the scope of this project.  
The final limitation was the small size of the group who engaged in the piloting and evaluation of the 
toolkit education sessions. Due to this, the findings must be interpreted with caution as it was a small 




While care needs to be taken when generalising the findings of a mixed methods research beyond 
the participants involved, in mixed methods research the trustworthiness of the researcher is 
emphasised, and the triangulation of the findings enables the generalisability of the findings (304). In 
this study a low survey response rate led to an inability to draw conclusive statistical confirmations. 
However, care was taken to achieve a broad range of participant characteristics, firstly through a 
randomisation of the survey participants, and secondly through purposive sampling of the interview 
participants. That being said, with a small study it is inevitable that groups of individuals with certain 
perspectives will be inadvertently omitted. Participant characteristics have been described in detail 
in the previous findings chapters. Survey respondents were compared to census data and national 
workforce data where available, and discrepancies with the sample are clearly reported in the 
previous findings chapters.  
That being said, the researcher is confident that the sample is large enough to provide a valid 
viewpoint representative of the sample described. This is due to the similarity across survey 
responses, and the saturation of qualitative themes during the qualitative analysis process. 
9.5 Significance and implications of the thesis 
This thesis contributes towards both research methodology and clinical practice. The thesis answered 
the four main research questions posited by the research. It did this by: exploring and discussing 
current communication and collaboration between GPs and acupuncturists in New Zealand; 
identifying and exploring the barriers and facilitators to communication and collaboration between 
the two provider groups; and through contextualizing the unique clinical differences when discussing 
collaboration and communication when working in the area of mental health. 
The discussion surrounding the demonstration of rigour during qualitative analysis provided a clear 
development of methodological processes which have potential contributions to both qualitative and 
mixed methods field of research. Enhanced coding training for research students or increased explicit 
reporting of coding practices in literature is recommended. 
The toolkit development and implementation allowed for immediate demonstration of clinical utility 
of the research findings not often carried out within the scope of a PhD project. The immediate 
analysis of acceptability and utility of the tools developed indicates provider satisfaction; however, 
further research is required to draw any firm conclusions. This was a small study conducted with a 
convenience sample, but nonetheless indicates promising initial findings. This thesis provides an 
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example of translational research which has been directly driven by research data. This type of 
research addresses some of the previously reported issues on implementing research into clinical 
practice (294–296). 
The literature review presented in Chapter 2 synthesized the current situation regarding 
communication and collaboration between the two participant groups, and also discussed the role of 
acupuncture in relation to the management of mental health conditions. This analysis of both the 
literature and the survey data contributed to the evidence regarding current communication models, 
and also highlighted opportunities to facilitate change. This was further expanded and contextualized 
through the reporting of the nationwide survey of both participant groups presented in Chapters 4 
and 7.  
The qualitative interviews presented in Chapters 5-7 help to explain previous findings on the 
limitations surrounding communications between provider groups 
(4,20,40,83,207,210,211,219,220,235,251). However, these findings expand and contextualize 
through the use of a specific geographical and provider subgroup focus.  
9.6 Areas for further research 
This study has identified a series of areas for further studies which include but are not limited to the 
following: 
1. Participants in this research identified a need for improved communication and 
collaboration. Future research could explore this subject utilising the larger allied, 
complementary, and alternative workforce. Additionally, the views of practice nurses 
working within primary care could be included to provide a broader picture of provider 
interaction working in this area of practice. 
2. The discrepancy as to what constitutes a ‘referral’ between general practice and secondary 
care on the one hand, and general practice and allied and CAM care on the other hand, 
needs to be explored as the definitions and processes remain uncertain. 
3. The survey and interviews identified an interest by acupuncture practitioners in treating 
mental health, but also underlying concerns regarding safety. The validity of these concerns 
could be addressed within future research, as can these concerns acting as a barrier to 
acupuncturists providing treatment. 
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4. The literature review highlighted the potential for acupuncture as an adjunct to primary 
mental health care. Future research could investigate this potential through piloting this in 
clinical practice to measure clinical applicability. 
5. The review of the literature and pilot testing of products uncovered a largely fragmented and 
disjointed framework of communication and collaboration between primary care and 
allied/CAM groups. Future research could investigate the health education, policy and 
procedures underlying the infrastructure of this and the overall architecture of health 
communication within New Zealand. 
6. While the workshops were well received, they were only offered to a small pilot group. The 
GP workshop would be suitable for replication in practices nationwide. To increase exposure 
it would be recommended to offer it as an online webinar through RNZCGP or at national 
conferences. Similarly, for the acupuncture workshop, to increase exposure, it is 
recommended that this session be replicated at nationwide CPD events and national 
acupuncture or allied health conferences.  
7. Although the implementation of items from the toolkit and education surrounding their use 
is in its infancy, the initial engagement from the sector shows promise and warrants 
recommendations for further work. Both the lunchtime CPD session and the online webinar 
were well received by participants, and they reported that it gave them confidence to utilise 
the tools discussed. In particular, the feedback from the acupuncture groups highlighted the 
need for change and offered practical solutions for achieving change.  Future sessions would 
take into account English as second language participants by providing handouts prior to 
workshops or webinars and potentially utilising a translator or subtitled text.  
9.7 Conclusions 
This thesis constitutes the first study in New Zealand to specifically examine the communication and 
collaboration between GPs and acupuncturists using the case study of mental health. It makes a 
significant contribution to the body of knowledge concerning communication and collaboration 
between these two groups. The approach to the analysis of the qualitative component of this thesis 
demonstrated the development of qualitative analysis skills and an engagement with methodological 
processes that contributed to the rigour of the study.  
Development of the communication and collaboration toolkit was informed directly through 
stakeholder consultation in the form of surveys and interviews, which formed the bulk of this 
research project. This study drew on a range of data sources designed to examine communication 
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and collaboration from several different perspectives. The use of a mixed methods approach allowed 
for collection and analysis of data that combined to lead to a greater understanding of the research 
question than would have been possible if using a quantitative or qualitative approach in isolation. 
This study utilised a critical realist approach which combined multiple methodological practices to 
add rigour and depth to the inquiry (170). 
The utilisation of technology, in the form of online survey tools, and online interview tools, allowed 
for gathering of data that may have not been otherwise possible due to cost and time considerations. 
The inclusion of the piloting and early implementation of the toolkit allowed the demonstration of 
immediate clinical utility of the project which is often omitted from research projects with the focus 
on interpretation of data only. 
The findings of this thesis provide information for both GPs and acupuncturists concerning 
collaboration and communication opportunities. These findings are transferable to other similar 
provider groups such as other allied, CAM and alternative provider groups. In addition, these findings 
offer direction for future research in this area for which there is currently limited suggested solutions 
to the identified issues.   
It is recommended that further development, replication and enhancement of the tools developed 
and suggested by this thesis continue to occur. The roll out of these tools should be encouraged 
through the development of specific translational pathways. The tools that have already been put in 
place will need to be reviewed and evaluated. For example, the work on the clinical pathways is in its 
infancy and will require a dedicated clinician or researcher to continue this work. 
The tools developed as parts of this research are considered to be practical and accessible and have 
the potential to facilitate communication between acupuncturists and GPs working with shared 
mental health patients. The potential for the tools developed within this project, and the systematic 
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: Survey cover letter Appendix B
 
Research Project 
‘Let’s talk’; Developing effective communication and collaboration strategies between 
acupuncturists and general practitioners for the management of mental health. 
Your assistance is requested with a research project. This is a short survey of New Zealand-
based general practitioners and acupuncturists conducted by the Department of Primary 
Health Care and General Practice at the University of Otago, Wellington.  
The aim of the survey is to find out about communication and collaboration between 
General practitioners and Acupuncturists in relation to mental health. General practitioners 
have been chosen as they are most commonly the first point of contact for people with 
mental health conditions. 
Mental health concerns are very common and account for 25% of General Practice visits and 
approximately 10% of acupuncture consultations within New Zealand. While a number of 
mental health consumers will consult with both GPs and acupuncturists, interaction and 
collaboration between these groups is currently very informal. Research has shown that the 
majority of General practitioners are willing to refer to acupuncture yet communication, 
cultural and economic barriers may affect supporting in practice. 
The survey will take between 10-15 minutes to complete. Please complete the enclosed 
survey and return in the postage paid envelope. If you would prefer to complete this survey 
online, please copy and paste the link below into your internet browser to take you to the 
survey website. For each completed survey received the Department will donate $1 to the 
Mental Health Foundation. 
 
 237 
Survey link: http://www.questionpro.co/t/ALCjYZSvX1  
Password: apples 
Your participation in the survey is completely voluntary, and all of your responses will be 
kept confidential. An identification code is used to remove you from the list once you have 
completed the survey to allow for follow up, but all identifiable data will be removed upon 
entry of response. No personally identifiable information will be associated with your 
responses in any reports based on these data.  
The University of Otago Ethics Committee has approved this study. However, if you have any 
concerns about the ethical conduct of the research you may contact the University of Otago 
Human Ethics Committee through the Human Ethics Committee Administrator (Ph. 03 479-
8256). Any issues you raise will be treated in confidence and investigated and you will be 
informed of the outcome. 
Should you have any comments or questions, please feel free to contact the researcher at 
kate.roberts@postgrad.otago.ac.nz or 027 672 7244. 
Thank you very much for your time and cooperation.  
Kate Roberts 
PhD Candidate 
Phone 027 672 7244 
Email  kate.roberts@postgrad.otago.ac.nz 
And  
Tony Dowell 
Professor of Primary Health Care and General Practice 





: Survey acupuncture participants Appendix C
 
‘Let’s talk’; Developing effective communication and collaboration  
strategies between acupuncturists and General practitioners for the  
management of mental health. 
Dear Acupuncturist 
We are inviting you to help us with a research project. This is a short survey of New Zealand 
based General practitioners and acupuncturists conducted by the Department of Primary 
Health Care and General Practice at the University of Otago, Wellington.  
The goal of this project is: 
 To investigate communication and collaboration between General practitioners and 
acupuncturists for the treatment and management of mental health. 
 To inform clinical practice and patient care.  
 
The survey will take approximately 10-15 minutes to complete. For each completed survey 
received the Department will donate $1 to the Mental Health Foundation. Your 
participation in this study is completely voluntary and has no foreseeable risks. If you feel 
uncomfortable answering any questions, you can stop completing the survey at any point or 
leave the questions blank. Your survey responses will be strictly confidential and data from 
this research will be reported only in an aggregated form. A summary of findings will be 
available to you at the completion of the study. 
The University of Otago Ethics Committee approved this study. However, if you have any 
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concerns about the ethical conduct of the research you may contact the University of Otago 
Human Ethics Committee through the Human Ethics Committee Administrator (Ph. 03 479-
8256). Any issues you raise will be treated in confidence and investigated and you will be 
informed of the outcome. 
Thank you very much for your time and support.  
Kate Roberts  
PhD Candidate 
Dr Tony Dowell 





Part One - Your current experience working in mental health 
 
1. Do you currently, or have you previously, treated patients with mental health 
complaints either as a primary (what they are coming to see you for) or secondary 
presentation (may impact on health outcomes)? 
o Yes 
o No – please go to question 8 
 
2. What mental health conditions do you have experience treating? (Tick all that apply) 
 Primary complaint Secondary complaint 
Mood or affective disorders e.g. depression ❏ ❏ 
Anxiety or stress related disorders ❏ ❏ 
Somatic or bodily distress disorders e.g. 
fibromyalgia or IBS 
❏ ❏ 
Schizophrenia/psychotic disorders ❏ ❏ 
Dementias or other organic disorders ❏ ❏ 
Substance abuse disorders ❏ ❏ 
Personality disorders ❏ ❏ 
Child or adolescent specific disorders ❏ ❏ 
Combined mental health presentations ❏ ❏ 
Shen disturbance ❏ ❏ 
 
3. Are there any other mental health presentations that you have experienced in clinic 




4. What proportion of your average weekly case load is related to mental health when 
either the mental health problem is the presenting complaint, or where mental health 
problems could impact on the outcome? 
o None at all 
o A few each month 
o A few each week 
o More than one a day 
o Most of my patients 
o Other _____________________________________________  
 
5. Have you received referrals from, or referred to, any of the following referral 
options/pathways for the management of mental health patients? Select as many as 
appropriate. 
o Clinical Psychologists  
o Counsellors 
o General practitioners  
o Local community mental health service or Crisis assessment team (CAT) (DHB) 
o Other allied health or complementary health providers 
o Psychiatrists or specialist care 
o Residential support unit 
o Support groups or helplines 
o Other _____________________________________________  
 
6. If you have received referrals for mental health patients, have these been written 
(formal) or verbal (informal) referrals? (Tick as many as apply) 
 Formal Informal 
Clinical Psychologists  ❏ ❏ 
Counsellors ❏ ❏ 
General practitioners  ❏ ❏ 
Local community mental health service or Crisis assessment team 
(CAT) (DHB) 
❏ ❏ 
Other allied health or complementary health providers ❏ ❏ 
Psychiatrists or specialist care ❏ ❏ 
Residential support unit ❏ ❏ 
Support groups or helplines ❏ ❏ 
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7. If you have received referrals for mental health patients, have they been referred to 
you specifically as a Practitioner (direct) or to acupuncture more generally (indirect)? 
(Tick as many as apply) 
 Direct Indirect 
Clinical Psychologists  ❏ ❏ 
Counsellors ❏ ❏ 
General practitioners  ❏ ❏ 
Local community mental health service or Crisis assessment team 
(CAT) (DHB) 
❏ ❏ 
Other allied health or complementary health providers ❏ ❏ 
Psychiatrists or specialist care ❏ ❏ 
Residential support unit ❏ ❏ 
Support groups or helplines ❏ ❏ 
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Part Two - Your current experience of working with General practitioners 
 
1. Do you currently receive referrals from General practitioners? 
o Yes 
o No – please go to question 11 
 
2. What conditions from the list below have you received referrals from General 
practitioners for (select all that apply)? 
o Addiction 
o Circulatory Disorders 
o Dermatological Disorders 
o Emotional and Psychological Disorders 
o Endocrine Disorders 
o Eye, Ear, Nose, Throat Disorders 
o Gastrointestinal Disorders 
o Gynaecological / Obstetrics 
o Genitourinary Disorders 
o Immune Disorders 
o Musculoskeletal and Neurological Disorders 
o Respiratory Disorders 




3. If you have received referrals from General practitioners, have these been written 
(formal) or verbal (informal) referrals and have they been to you specifically as a 
Practitioner (direct) or to acupuncture generally (indirect)? (Tick as many as apply) 
 Formal Informal Direct Indirect 
 Addiction ❏ ❏ ❏ ❏ 
 Circulatory Disorders ❏ ❏ ❏ ❏ 
 Dermatological Disorders ❏ ❏ ❏ ❏ 
 Emotional and Psychological Disorders ❏ ❏ ❏ ❏ 
 Endocrine disorders  ❏ ❏ ❏ ❏ 
 Eye, Ear, Nose, Throat Disorders ❏ ❏ ❏ ❏ 
 Gastrointestinal Disorders ❏ ❏ ❏ ❏ 
 Gynaecological / Obstetrics ❏ ❏ ❏ ❏ 
 Genitourinary Disorders ❏ ❏ ❏ ❏ 
 Immune Disorders ❏ ❏ ❏ ❏ 
 Musculoskeletal and Neurological Disorders ❏ ❏ ❏ ❏ 
 Respiratory Disorders ❏ ❏ ❏ ❏ 





4. What form of contact, apart from referrals, have you had, to date, with General 
practitioners? 
o Face to face meetings 
o At conferences 
o Received introduction letters from a General Practitioner about their service 
o Communication about shared patients 
o I have dropped flyers or posters  to General practices 
o Contact at community events 
o I have presented at General practice peer education sessions 
o GPs have presented at peer education sessions for acupuncturists 
o None of the above 
o Other _____________________________________________  
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Part Three - identification of opportunities and/or barriers for future 
collaboration and/or communication between General practitioners and 
acupuncturists 
1. What information would you like to receive in a referral letter?(tick all that apply) 
o Presenting problem 
o Reason for referral 
o Medications 
o Diagnostic classification e.g.DSM-V or ICD-10 diagnoses 
o Outcome measures used e.g. K10, PHQ-9 etc. 
o Medical history 
o Patient information 
o Referrer details 
o Other _____________________________________________  
 
2. What information would you include in a return report to a General Practitioner? 
o I would not write a return report 
o Number of treatments 
o Duration and frequency 
o Therapies used including supplements and lifestyle advice 
o Outcome measures used e.g. K10, PHQ-9 etc. 
o Goals of treatment 
o Treatment outcomes 
o Expected ongoing acupuncture treatment required 
o Other _____________________________________________  
 
3. How often would you offer return reports to General practitioners following a referral? 
o After each treatment 
o Monthly 
o After conclusion of treatments 
o After significant change of symptoms 
o Never 




4. Outside of a return report, in what circumstances would you contact your patient’s 










o I don’t use consent forms 
o Other _____________________________________________  
 
6. What form of communication or collaboration with General practitioners would you 
find most appropriate? (please choose one) 
o Email 





o Phone call 




7. Do you consider any of the following barriers to communication or collaboration with 
General practitioners? (Tick as many as apply) 
o Evidence of acupuncture’s treatment efficacy 
o GPs lack of knowledge about acupuncture 
o GPs being uncertain who to refer to 
o Uncertainty of potential interactions 
o Uncertainty of safety of acupuncture 
o Risks around liability 
o Lack of patient awareness 
o Language of TCM 
o Location of practices/availability 
o Education/qualifications of acupuncturists 
o Opportunities for interaction with General practice 
o Cost of acupuncture treatments 
o Time required to engage 
o Acupuncture is not regulated under the Health Practitioners Competence Assurance 
Act 
o Other _____________________________________________ 
 
Would you like to provide any other information regarding communication or collaboration 
between acupuncturists and General practitioners in regards to mental health treatment 









Part Four - Your current practice 
 
1. How many years have you been in acupuncture practice? 
o 0-5 years 
o 6-10 years 
o 11-15 years 
o 16-20 years 
o More than 20 years 
 
2. Are you in a city, urban, suburban or rural practice? If you work in more than one 
practice tick as many as apply. 
o City 
o Suburban 
o Rural/Small town 
o Other _____________________________________________  
 
3. What type of practice do you work in? If you work in more than one practice tick as 
many as apply. 
o I work alone 
o I work with other acupuncturists only 
o I work with a variety of complementary therapists 
o I work with a variety of different disciplines both medical and complementary 
therapy based 
o Other _____________________________________________  
 
4. Where did you complete your acupuncture training? 



















o Counties Manukau 
o Waikato 




o Hawkes Bay 




o Capital & Coast 
o Nelson/Marlborough 
o West Coast 
o Canterbury 







And finally – some questions about you. 
1. Which ethnicity do you identify with? 
o New Zealand European 
o Māori – if known, to which iwi do you belong? ______________________________ 
o Samoan 











3. Current Age 





o Over 70 
 





Thank you for completing this survey. Your opinions are very important to this research. If 
you would like any further information about this research or have comments or questions 




: Survey GP participants Appendix D
 
‘Let’s talk’; Developing effective communication and collaboration  
strategies between acupuncturists and General practitioners for the  
management of mental health. 
Dear General Practitioner 
We are inviting you to help us with a research project. This is a short survey of New Zealand 
based General practitioners and acupuncturists conducted by the Department of Primary 
Health Care and General Practice at the University of Otago, Wellington.  
The goal of this project is: 
 To investigate communication and collaboration between General practitioners and 
acupuncturists for the treatment and management of mental health. 
 To inform clinical practice and patient care.  
The survey will take approximately 10-15 minutes to complete. For each completed survey 
received the Department will donate $1 to the Mental Health Foundation. Your participation 
in this study is completely voluntary and has no foreseeable risks. If you feel uncomfortable 
answering any questions, you can stop completing the survey at any point or leave the 
questions blank. Your survey responses will be strictly confidential and data from this 
research will be reported only in an aggregated form. A summary of findings will be available 
to you at the completion of the study. 
This study has been approved by the Department stated above. However, if you have any 
concerns about the ethical conduct of the research you may contact the University of Otago 
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Human Ethics Committee through the Human Ethics Committee Administrator (Ph. 03 479-
8256). Any issues you raise will be treated in confidence and investigated and you will be 
informed of the outcome. 
Thank you very much for your time and support.  
Kate Roberts  
PhD Candidate 
 
Dr Tony Dowell 





Part One - Your current experience of acupuncture and working with 
acupuncturists 
1. Have you ever experienced acupuncture as a patient? 
o Yes 
o No  
 
2. Have you ever personally administered acupuncture to a patient? 
o Yes 
o No  
 
3. What form of contact have you had with acupuncturists (select all that apply)? 
o Face to face meetings 
o At conferences 
o Received introduction letters from an acupuncturist about their service 
o Communication about shared patients 
o Had flyers or posters dropped to practices 
o Contact at community events 
o I have presented at acupuncture peer education sessions 
o Acupuncturists have presented at peer education sessions for GPs 
o None of the above 
o Other _____________________________________________  
 
4. Have you ever referred a patient to an acupuncturist?  
o Yes  
o No 
 
5. Would you consider referring a patient to an acupuncturist?  
o Yes 





6. Have you made referrals to acupuncture for any of the following conditions?  (tick as 
many as apply) 
 Have referred 
 Addiction ❏ 
 Circulatory disorders ❏ 
 Dermatological disorders ❏ 
 Emotional and psychological disorders ❏ 
 Endocrine disorders  ❏ 
 Eye, ear, nose, throat disorders ❏ 
 Gastrointestinal disorders ❏ 
 Gynaecological / obstetrics ❏ 
 Genitourinary disorders ❏ 
 Immune disorders ❏ 
 Musculoskeletal and neurological disorders ❏ 
 Respiratory disorders ❏ 









7. Would you consider making referrals to acupuncture for any of the following 
conditions? (tick as many as apply) 
 Would consider referring 
 Addiction ❏ 
 Circulatory disorders ❏ 
 Dermatological disorders ❏ 
 Emotional and psychological disorders ❏ 
 Endocrine disorders  ❏ 
 Eye, ear, nose, throat disorders ❏ 
 Gastrointestinal disorders ❏ 
 Gynaecological / obstetrics ❏ 
 Genitourinary disorders ❏ 
 Immune disorders ❏ 
 Musculoskeletal and neurological disorders ❏ 
 Respiratory disorders ❏ 






8. If you have or would refer to an acupuncturist how would the referral take place? 
o Formal and direct (written referral  to a specific acupuncturist) 
o Formal and indirect (written referral to an acupuncture clinic with several clinicians) 
o Informal (advising patient to go to an acupuncturist/try acupuncture) 
o Other _____________________________________________ 
 
9. What would describe your main reason for NOT referring to acupuncture? (tick as 
many as apply)  
o N/A -  I do/would refer 
o It is not available in my area 
o I don’t know anything about it 
o I don’t know who to refer to 
o It is too expensive for my patients 
o My patients have never asked for it 
o I need more information about it 
o I am not sure about safety issues 
o I do not wish to incur liability 
o I do not think there is enough evidence of its efficacy 
o I am uncertain about potential interactions 
o Acupuncture is not regulated under the Health Practitioners Competence Assurance 
Act 
o Other _____________________________________________  
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Part Two - Your current experience working in mental health 
1. Current worldwide estimates have found that 24% of General practice attenders have 
a current mental disorder reaching ICD-10 criteria. However, lesser numbers of these 
patients present at a General practice with mental health as their reason for 
consultation. In your current practice what percentage of your total practice 
consultations would you estimate are mental health related? 
 
Consultation type Percentage of total average consultations 
0%                                                                                                         
100% 
Presenting with mental 
health complaint as the 
main reason for encounter.  
Mental health problem is 
an active component of the 
patient’s presentation.  
The patient has a mental 
health problem or 
symptoms that could be 
implicated in the health 






2. Please rank the most common mental health presentations which you experience in 
clinical practice either as primary, secondary or co presenting? (use each number 
once only) 
Disorder Most common presentation  
(Rank from 1 being the most 
common to 10 being the least 
common) 
Anxiety or stress related disorders including phobias  
Mood or affective disorders (including  depression, 
bipolar or dysthymia) 
 
Mixed Anxiety and Depression   
Substance use disorders  
Somatic or bodily distress disorders (can include 
chronic fatigue syndrome and fibromyalgia) 
 
Personality disorders   
Post-natal depression  
Schizophrenia/psychotic disorders   
Child or adolescent behavioural or developmental 
issues 
 
Dementias or other organic disorders   
 
3. Are there any other significant mental health presentations that you see in your 






4. How frequently do you utilise the following for the care of a mental health patient? 
 Never Rarely Sometimes Often Very 
often 
Allied health providers ❏ ❏ ❏ ❏ ❏ 
Alternative or complementary 
health providers 
❏ ❏ ❏ ❏ ❏ 
Clinical Psychologists  ❏ ❏ ❏ ❏ ❏ 
Counsellors ❏ ❏ ❏ ❏ ❏ 
Crisis assessment team (CAT) ❏ ❏ ❏ ❏ ❏ 
E-mental health support (e.g. 
Beating the blues) 
❏ ❏ ❏ ❏ ❏ 
Helplines ❏ ❏ ❏ ❏ ❏ 
Local community mental health 
service  
❏ ❏ ❏ ❏ ❏ 
Practice nurse ❏ ❏ ❏ ❏ ❏ 
Psychiatrists  ❏ ❏ ❏ ❏ ❏ 
Residential support unit ❏ ❏ ❏ ❏ ❏ 
Specialist care ❏ ❏ ❏ ❏ ❏ 
Support groups  ❏ ❏ ❏ ❏ ❏ 




Part Three - Identification of opportunities and/or barriers for future 
collaboration and/or communication between General practitioners and 
acupuncturists 
1. What information would you include in a referral to an acupuncturist? 
o I would not refer –Please go to question 19  
o Presenting problem 
o Reason for referral 
o Medications 
o Diagnostic classification e.g. DSM-V or ICD-10 diagnoses or other 
o Outcome measures used e.g. K10, PHQ-9 etc. 
o Medical history 
o Patient information 
o Referrer details 
o Other _____________________________________________  
 
2. What information would you expect in a written return from an acupuncturist? (tick 
all that apply) 
o I would not expect a return report 
o Number of treatments 
o Duration and frequency 
o Therapies used including supplements and lifestyle advice 
o Outcome measures used e.g. K10, PHQ-9 etc. 
o Goals of treatment 
o Treatment outcomes 
o Expected ongoing acupuncture treatment required 
o Other _____________________________________________  
 
3. What frequency would you prefer for return reports? 
o After each treatment 
o Monthly 
o After conclusion of treatments 
o After significant change of symptoms 
o Never 
o Other _____________________________________________  
 
4. Outside of a return report, in what circumstances would you expect contact from an 







5. What form of communication or collaboration with acupuncturists would you find 
most appropriate? (please choose one) 
o Email 





o Phone call 
o Other _____________________________________________  
 
6. Would you like to provide any other information regarding communication or 
collaboration between acupuncturists and General practitioners in regards to mental 









Part Four - Your current practice 
1. How many years have you been in General practice? 
o Less than 5 years 
o 6-10 years 
o 11-15 years 
o 16-20 years 
o More than 20 years 
 
2. Where did you complete your vocational General practice training? 




o US and Canada 
o Other _____________________________________________  
 




4. Do you consider your work in a city, suburban or rural practice? If you work in more 
than one practice tick as many as apply.  
o City 
o Suburban 
o Rural/Small town 
o Other _____________________________________________  
 
5. Are you in a single handed GP practice or a group GP practice? 
o Group 
o Single handed 
 





7. Within your practice what is the total number of the following (either full time or 
part time)? 
General practitioners  
Practice Nurses  
Allied health professionals e.g. 
physiotherapist, podiatrist, nutritionist. 
(Please specify) 
 
Complementary or alternative therapists e.g. 








o Counties Manukau 
o Waikato 




o Hawkes Bay 




o Capital & Coast 
o Nelson/Marlborough 
o West Coast 
o Canterbury 







And finally – some questions about you. 
1. Which ethnic group do you belong to? 
o New Zealand European 
o Māori – if known, to which iwi do you belong? ______________________________ 
o Samoan 











3. Current Age 





o Over 70 
 





Thank you for completing this survey. Your opinions are very important to this research. If 
you would like any further information about this research or have comments or questions 
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Participant Information Sheet 
 
Study title: ‘Let’s talk’; developing effective communication and collaboration 
strategies between acupuncturists and general practice for the 
management of mental health. 
Principal investigator: Name: Kate Roberts 
Department: Department of Primary Health 
Care and General Practice 
Position: PhD Candidate 
Contact phone number: 
027 672 7244 
 
Dear Colleague,  
In a recent survey you indicated that you may be available for a follow up in depth interview. 
Thank you for showing an interest in this project.  Please read this information sheet 
carefully. Take time to consider and, if you wish, talk with relatives or friends, before 
deciding whether or not to participate.  
If you decide to participate we thank you.  If you decide not to take part there will be no 
disadvantage to you and we thank you for considering our request.   
 
What is the aim of this research project? 
This research project aims to explore the communication and collaboration opportunities 
and barriers between acupuncture and primary care in order to explore the potential for an 
integrated approach to the management of psychological distress. The project involves 





Who is funding this project? 
This project forms part of a Doctoral project and is funded by the University of Otago. 
 
Who are we seeking to participate in the project? 
General practitioners, and Acupuncturists within New Zealand, will be asked to take part in 
this project. Participants have been selected based on their physical clinic location, patient 
characteristics and willingness to participate. Involvement in the initial interviews does not 
require you to continue to the focus groups or piloting phase. However, these will be 
explained to you during the interview process. 
 
If you participate, what will you be asked to do? 
If you agree to participate, you will be interviewed at a place and time of your choice. These 
interviews will be either using electronic means such as Skype, or wherever practical face-to-
face. The interview will take approximately one hour and will be audio recorded. While we 
are unable to directly recompense you for your participation we are offering a gift voucher 
of $50 in appreciation of your time.  
 
What about confidentiality? 
All audio recordings of the interviews will be analysed by the lead research for the purpose 
of research. All data and transcripts collected during the study will be de-identified using a 
unique coding system. 
If transcription services are required a standard confidentiality form will be required before 
any transcription services will be carried out. 
 
If you agree to participate, can you withdraw later? 
You may withdraw from participation in the project at any time and without any 
disadvantage to you.  However once the de-identification information is integrated into the 
study it may not be possible to extract your comments. 
 
How can you find out about the findings? 
We will make a copy of the findings of this study available and in addition at the study’s 




If you have any questions now or in the future, please feel free to contact either: 
 
Kate Roberts  
Doctoral Candidate 
Department of Primary Health Care and General 
Practice 
Contact phone number: 
027 672 7244 
Kate.roberts@postgrad.otago.ac.nz 
Dr Tony Dowell 
Professor 
Department of Primary Health Care and General 
Practice 
Contact phone number: 
04 385 5995 
tony.dowell@otago.ac.nz 
 
This study has been approved by the Department stated above. However, if you have any 
concerns about the ethical conduct of the research you may contact the University of Otago 
Human Ethics Committee through the Human Ethics Committee Administrator (Ph. 03 479-
8256). Any issues you raise will be treated in confidence and investigated and you will be 






‘Let’s talk’; developing effective communication and collaboration strategies 
between acupuncturists and general practice for the management of mental 
health. 
Principal Investigator: Kate Roberts   Ph. 027 672 7244 kate.roberts@postgrad.otago.ac.nz 
 
CONSENT FORM FOR PARTICIPANTS 
 
After reading and signing this form please return it to the research team. This form will be 
stored in a secure place for seven years. 
Name of participant:………………………………………….. 
1. I have read the Information Sheet concerning this study and understand the aims of 
this research project. 
2. I have had sufficient time to talk with other people of my choice about participating in 
the study.   
3. I confirm that I meet the criteria for participation which are explained in the 
Information Sheet. 
4. All my questions about the project have been answered to my satisfaction, and I 
understand that I am free to request further information at any stage.  
5. I know that my participation in the project is entirely voluntary, and that I am free to 
withdraw from the project at any time without disadvantage. 
6. I know that as a participant I will take part in an exploratory interview to investigate 
my attitudes and opinions and stated in the information sheet 
7. I know that the interviews will explore my attitudes and opinions and that if the line of 
questioning develops in such a way that I feel hesitant or uncomfortable I may decline 
to answer any particular question(s), and /or may withdraw from the project without 
disadvantage of any kind. 
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8. I understand that I will be invited attend focus groups and to trial the developed 
communication and collaboration tool within normal clinical practice but participation 
in this interview does not require me to do so. 
9. I understand that when the project is completed all personal identifying information 
will be removed from the paper records and electronic files which represent the data 
from the project, and that these will be placed in secure storage and kept for at least 
seven years.  
10. I understand that the findings of the project may be published and be available in the 
University of Otago Library.  I agree that any personal identifying information will 
remain confidential between me and the researchers during the study, and will not 
appear in any spoken or written report of the study. 
11. I know that there is no remuneration offered for this study, and that no commercial 
use will be made of the data.  
 
Signature of participant:  Date: 
   




: Interview schedule  Appendix F
Exploratory interview questions - Project: ‘Let’s talk’; developing effective communication 
and collaboration strategies between acupuncturists and general practice for the 
management of mental health. 
Thanks for agreeing to take part in these exploratory interviews. I know that you are busy 
and I really appreciate you agreeing to be involved in this project. As you know I am an 
acupuncturist educator and clinician, and I am currently undertaking this research for my 
PhD. If I ask for clarification it is to ensure that all your views are accurately represented. 
To guide our interview today below I have developed a set of questions that I am asking 
General practitioners and acupuncturists who have an interest in and/or experience in 
working with people who have mental health issues. These questions will guide us in our 
discussion with the end point hoping to inform the development of effective communication 




The following open ended primary questions are designed to 
provide a structure to the three parts of your individual 
interview. The session will be digitally recorded. Approximate 
timing of the three part interview with you is shown as below: 
 Part one (20minutes) 
 Part two (20minutes) 
 Part three (20 minutes) 
The primary question will be supported by probing or prompting 
questions (secondary questions).    
 
Part One: Current practice and provider profile. This part is to get an idea about 







Primary 1: Firstly, I would like to know a little bit about you. Can 
you tell me a little bit about your practice in terms of personal 
style and approach to care? 






 How long have you been in practicing where you are, and 
why did you choose this place of work?  
 Can you tell me about your history as a practitioner? 
 What made you get into acupuncture/general practice? 
 Tell me about what really interests you about your work? 
 Do you personally have any specific areas of clinical 
interest? Does your practice setting also have special 
clinical interest areas? Can you tell me more about this 
area and why you are interested in it? 
 Can you tell me what it means to you to be an 
acupuncturist/general practitioner? 
 Do you think career choice can influence your beliefs or 
values? Could you explain your thoughts on this? 
 Do you think your training as an acupuncturist/general 






Primary 2: I am also interested in learning generally about your 
experiences in caring for the patients who present with mental 





 Can you give me a story or account of a situation 
involving mental health work? I am trying to get a picture 
of your typical approach, can you think of a recent 
example that you would like to tell me about? 
 How would you describe your role in regards to the care 
of patients with mental health problems? 





Part two: Relates to your experiences when working with mental health patients 






Primary 1: Now I would like to hear your views on ‘what works’ 






 Can you provide some examples of how you have delivered 
care in mental health situations that you think were 
effective? 
 What informs your decision-making in relation to dealing 
with mental health patients, for example do you have any 
specific guidelines that you follow? 
 Do you think your approach to dealing with metal health 
patients may be different from say those with muscular-
skeletal conditions? Can you give me some examples?  
 In the survey that you filled in previously, a large proportion 
of those surveyed utilised acupuncture services for 
muscular-skeletal conditions but not for mental health 
conditions, why do you think this is the case? 
 What advice would you offer someone quite new to practice 
in regards to the care of people with mental health 
concerns? 
 How do you include patients and their family / friends / 
whanau in the decision-making process? Can you tell me 





Primary 2: Thinking about situations when thinks have not gone 




 Can you provide me with an example?   




  Have you made any changes to improve your care following 
these situations? 
 What support do you have for situations where mental 
health work is challenging? 
 What are your personal coping strategies when working with 
people with mental health concerns? 
 What do you think about the similarities and difference 
between the approaches of General Practice and 






Primary 3: Thinking now about this research and its aim of 
identifying opportunities or barriers to communicating or 
collaborating with acupuncturist/general practice in relation to 





 Do you currently work with acupuncturists/general 
practitioners in any way in your practice? Can you tell me 
more about your experience of this? 
 As a person working in general practice can you tell me 
about any encounters with acupuncturists and how they 
went? 
 As an acupuncturist can you tell me about your 
relationships with primary health care providers? Can you 
give me some examples of how you work together? 
 What would inform your current decisions about working 
with an acupuncturist/GP? 
 Can you think of any barriers to working with 
acupuncture/general practice in your current practice? 
Can you give me any examples of when these barriers 
have presented themselves? 
 Something that came up in the survey responses was that 
GPs are unsure of the meaning of a traditionally trained 
acupuncturist compared to western trained 
acupuncturists. What does this difference mean to you 
and do you think it is important? 
 In the survey that you filled out a large proportion of 
respondents felt that there was insufficient evidence to 
support the use of acupuncture. Can you tell me your 
personal views on this? 




 Thinking of when research has changed your practice, are 
you able to recall a specific example of when this 
happened? 
 In terms of the evidence surrounding the use of 
acupuncture, what would you feel would be convincing 
evidence, in terms of having the ability to change 
practice?  
 Many survey respondents also noted that the cost of 
many alternative therapies, including acupuncture, was 
prohibitive for their clients; do you have any views on the 
public funding of such therapies? 
 





Primary 1: I am interested in knowing what you think the future 





 In an ideal world, what would help improve the 
management of people with mental health concerns? 
 Thinking about current practice and what mental health five 
years ago how do think treatment of mental health has 
changed ,  and does this give you any thoughts about how 
you would like it to be in the future? 
 What mental health care would you like to see developed 





Primary 2: Thinking about what we have discussed and some of 
the issues around communication or collaboration between 
general practice and acupuncture, what do you think might be 




 Do you have any specific ideas on what might work? 
 Can you think of any examples when a change in your 
practice was successfully implemented? 
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Primary 3: Is there anything else you would like to discuss with 
me today in my role as researcher? 
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Access to qualified acupuncturists in New Zealand 
The two regulating bodies maintain an up to date database of their registered practitioners:  
Acupuncture New Zealand: https://www.acupuncture.org.nz/find-a-practitioner/ 
NZASA: https://www.nzasa.org/find-a-practitioner/ 
 
Cost of acupuncture treatment 
Private 
The cost of an acupuncture visit varies across the country, but a typical charge is approximately $60-80 
per visit. Visits are typically 45 – 60 minutes in duration. The frequency and number of treatments will 
need to be discussed with the acupuncturist at the first visit. 
Subsidised options 
Government: 
ACC Acupuncturists registered with the two professional bodies are able to 
provide ACC treatments for approved claims.  
Work and Income New 
Zealand (WINZ) 
With a referral from a GP, those who are registered with Work and 
Income New Zealand (WINZ) may be eligible for some assistance with 
payment for treatment. 
Veterans Affairs 
 
May cover all or some of the cost of acupuncture treatment for their 
employees 
Medical Insurance: registered acupuncturists are recognised by the following Insurance companies 
Southern Cross Medical Care 
Society 
Acupuncture is covered under the “The Wellbeing Plan” which allows 
for up to $400-600 per year for acupuncture treatment 
EBS Health Care (Education 
Benevolent Society) 
This insurance covers those in the Education Sector who are a 
member of their Union.  
Specific employers:  
NZ Police 
Air New Zealand 
Kiwi Rail 
Cover all or some of the cost of acupuncture treatment for their 
employees. 
 
Clinics offered by the New 
Zealand School of 
Acupuncture 
Discounted services, provided by supervised acupuncture students, in 
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APPENDIX A: EVIDENCE FOR THE EFFECTIVENESS OF ACUPUNTURE 
Evidence of positive effect 
Where reviews produced consistent reports of statistically significant positive effects, authors 
recommended acupuncture as an intervention. The quality of evidence was rated as “moderate” or 
“high”. 
Condition Summary statement and references 
1. Allergic rhinitis (perennial & 
seasonal). 
 
Research has demonstrated acupuncture to be a safe, cost effective 
and valid treatment option for allergic rhinitis. Acupuncture is 
recommended in international clinical guidelines for the management 
of this condition. 9–11 
2. Chemotherapy-induced 
nausea and vomiting  
See 3D HealthPathways: 
Chemotherapy-induced 
nausea and vomiting  
The use of acupuncture as an adjunct to anti-emetics for symptom 
control in oncology patients is important to consider. Findings from 
multiple reviews indicate it is an appropriate referral option for 
chemotherapy-induced nausea and vomiting. 12,13 
3. Chronic low back pain 
 See 3D HealthPathways:  Back 
and Neck Pain 
Systematic reviews have demonstrated that acupuncture treatment of 
chronic non-specific low back pain was superior (both statistically and 
clinically significant) to sham acupuncture in pain reduction and 
improved function immediately after treatment.  Acupuncture plus 
usual care was superior to usual care alone. 14,15  
4. Headache (tension-type and 
chronic) 
See 3D HealthPathways:  
Headaches in Adults 
The most recent Cochrane systematic review update confirmed that 
acupuncture is effective for frequent episodic and chronic tension-type 
headaches. Additionally further students have found acupuncture for 
chronic headaches to be cost-effective. 16,17 
5. Knee osteoarthritis Current evidence supports the use of acupuncture as an alternative for 
traditional analgesics in patients with osteoarthritis In a systematic 
review, acupuncture was found to significantly reduce pain intensity, to 
improve functional mobility and quality of life.  In a network meta-
analysis acupuncture was found to be superior to sham acupuncture, 
muscle-strengthening exercise, Tai Chi, weight loss, standard care and 
aerobic exercise for the treatment of knee osteoarthritis. 18,19 
6. Migraine prophylaxis 
See 3D HealthPathways:  
Headaches in Adults 
Research has demonstrated that acupuncture is superior to sham 
acupuncture for the treatment of migraine and seems to be at least as 
effective as conventional preventative medication in reducing migraine 





Published on HealthPathways with permission from the author, August 2018.  
 
7. Post-operative nausea & 
vomiting  
Research demonstrates that acupuncture and acupressure can reduce 
the number of cases of early nausea and vomiting (up to 24 hours post-
surgery). A  Cochrane update found that acupuncture stimulation was 
superior to sham, and equivalent to modern anti-emetics. 22,23 
8. Post-operative pain A systematic review and meta-analysis found that acupuncture, electro-
acupuncture (EA) and transcutaneous electrical acupoint stimulation 
(TEAS) improved pain on day one after surgery and reduced opioid 
use.24 
 
Evidence of potential positive effect 
Reviews reporting all individual RCTs or pooled effects across RCTs as positive, but the 
reviewers deemed the evidence insufficient to draw firm conclusions. The quality of evidence 
was rated as “moderate” or “high”.  
1. Acute low back pain  
See 3D HealthPathways:  Back and 
Neck Pain 
Systematic reviews on acupuncture for acute low back pain 
demonstrate acupuncture was superior to NSAIDS for improving 
symptoms and superior to sham for pain.14 
 
2. Ambulatory anaesthesia Acupuncture may reduce preoperative anxiety, and postoperative 
pain, nausea, vomiting, shivering and emergence delirium. 
Acupuncture is safe and cost-effective. Acupuncture may be a 
beneficial adjunctive therapy for ambulatory anaesthesia.25 
 
3. Anxiety 
See 3D HealthPathways:  
Anxiety in Adults 
Positive and statistically significant effects. Acupuncture can be 
offered as a potential treatment or adjunct for anxiety.26,27 
4. Aromatase-inhibitor-induced 
arthralgia 
Acupuncture may reduce joint pain and stiffness in this 
syndrome.28,29 
5. Asthma in adults 
See 3D HealthPathways:  Chronic 
Asthma in Adults 
Moderate quality evidence of lung function improvements in 
adults.30,31 
 
6. Back or pelvic pain during 
pregnancy 
Clinically important and statistically significant changes reported. 
Evidence showed that acupuncture or exercise, tailored to the 
stage of pregnancy, significantly reduced evening pelvic or lumbo-
pelvic pain. Acupuncture was superior to exercise for reducing 
evening pelvic pain; Both acupuncture and exercise were superior 
to usual care.32–34 
 
7. Cancer pain 
See 3D HealthPathways: Pain 
Management in Palliative Care 
Conflicting evidence but acupuncture may be considered. 
Acupuncture relieved malignancy-related and surgery-induced pain 
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therapy. Acupuncture plus medication superior to medication 
alone in one review. 35–37 
 
8. Cancer-related fatigue Acupuncture may reduce fatigue after cancer treatment.38–42 
9. Constipation 
See 3D HealthPathways:  
Constipation in Adults 
The RCTs comparing acupuncture treatment with patients taking 
lactulose or Folium Sennae reported statistically significant 
benefits in favor of acupuncture. May be recommended as a 
treatment option.43 
10. Craniotomy anaesthesia Acupuncture significantly reduced the amount of volatile 
anaesthetics and led to faster extubation time and postoperative 
patient recovery and reduced postoperative nausea and vomiting. 
In addition, significantly reduced blood levels of the brain tissue 
injury marker S100beta 48 hours after operation.44 
 
11. Depression (with 
antidepressants) 
See 3D HealthPathways:  
Depression in Adults 
Effective and safe for major depressive disorder, especially in 
improving sleep, mood and QoL. Acupuncture plus SSRIs is superior 
to SSRIs alone, with an early onset of action and was safe and well 
tolerated. Acupuncture is cost-effective compared with counselling 
or usual care alone.45–47 
The 2018 Cochrane review stated that there is low-quality 
evidence suggesting that acupuncture (manual and electro-) may 
moderately reduce the severity of depression by end of 
treatment when compared to standard care alone.48 
 
12. Dry eyes Acupuncture was superior to artificial tears in tear break-up 
time, Schirmer I test, and cornea fluorescein staining.49 
13. Hypertension (with 
medication) 
 
Acupuncture plus medication superior to medication alone, but 
acupuncture alone not superior to medication.50–52 
14. Insomnia 
 
Acupuncture may be superior to medication for the treatment of 
insomnia. Acupuncture statistically superior to sham (3 studies) 
and medication (27 studies).53,54 
15. Irritable bowel syndrome 
See 3D HealthPathways:  Irritable 
Bowel Syndrome 
Acupuncture superior to usual care on IBS symptom severity score 
at 6, 9 and 12 months but not at 24 months.55 
 
16. Labour pain Promising treatment for labour pain. Some issues with lack of 
homogeneity of study design.56 
17. Lateral elbow pain Acupuncture superior to sham for the treatment of lateral elbow 
pain.57 
18. Menopausal hot flushes Promising results for this treatment. Acupuncture improves hot 
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QoL (vasomotor domain) in natural menopause. Acupuncture 
superior to wait-list or no treatment. Acupuncture inferior to 
hormone therapy in QoL and frequency; no difference in 
severity.32,58,59 
 
19. Modulating sensory 
perception thresholds 
 
Acupuncture effects sensory thresholds especially pressure pain 
threshold.60 Can be recommended as a treatment. 
 
20. Neck pain  
See 3D HealthPathways:  Back and 
Neck Pain 
Acupuncture plus usual medical care is cost-effective for neck pain 
and its associated disorders. Acupuncture superior to sham 
acupuncture or inactive treatment for pain relief. 61,62 
However, evidence is unclear for whiplash associated neck 
disorders.63 
21. Obesity  
 
Emerging evidence demonstrated that acupuncture is superior to 
medication, sham and lifestyle modification for the treatment of 
obesity.64  
22. Perimenopausal & 
postmenopausal insomnia 
 
Promising research results. Acupuncture demonstrated a 
significant reduction in sleep disturbances in women experiencing 
menopause-related sleep disturbances.58,65 
23. Plantar heel pain 
 
A review on acupuncture for plantar heel pain included 5 RCTs and 
the passive controlled RCTs reported statistically significant 
positive results for pain outcomes.43 
24. Post-traumatic stress disorder Systematic reviews and meta-analysis suggest that the evidence of 
effectiveness of acupuncture for PTSD is encouraging but not 
cogent. Acupuncture plus usual care appears to be superior to 
usual care in PTSD severity, depression, pain and physical and 
mental functioning.66,67 
 
25. Prostatitis pain/chronic pelvic 
pain syndrome 
Acupuncture safe, and superior to both sham and to usual care. 
68,69  
26. Recovery after colorectal 
cancer resection 
Acupuncture efficacious and effective is assisting in recovery 
following colorectal cancer resection.70 
27. Restless leg syndrome Insufficient evidence but positive results from pooled data.71 
28. Schizophrenia (with 
antipsychotics) 
Acupuncture plus antipsychotic medication superior to 
antipsychotic medication alone, in terms of mental state and 
length of hospitalisation with fewer adverse effects. Acupuncture 
can be effective for schizophrenia, especially in improving sleep, 
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29. Sciatica 
See 3D HealthPathways:  Back and 
Neck Pain 
Acupuncture superior to standard treatment in outcomes 
effectiveness, pain intensity and pain threshold. Additionally 
acupuncture may be superior to drugs and may enhance the effect 
of drugs for patients with sciatica. Acupuncture 2nd  out of 21 
interventions tested for global effect and pain intensity.73–75 
 
30. Shoulder impingement 
syndrome (SIS) (early stage,  
with exercise) and shoulder 
pain 
See 3D HealthPathways:  Frozen 
Shoulder, Rotator Cuff Disorders. 
For non-operative treatment options at an early stage of SIS, 
exercise combined with therapies such as kinesio taping, specific 
exercises, and acupuncture should be considered as the first-line 
choices, whereas pulsed electromagnetic field therapy, localized 
corticosteroid injection, diacutaneous fibrolysis, and ultrasound 
therapy may be considered as the second-line treatment choices; 
however, low-level laser therapy and the localized injection of 
NSAIDs are not recommended. 76 
 
31. Smoking cessation (up to 3 
months) 
See 3D HealthPathways:  Smoking 
Cessation Advice 
Acupuncture and acupressure superior to sham short-term for the 
treatment of smoking cessation.77 
32. Stroke  
Stroke research has now become 
nuanced into several new topics 
 
See 3D HealthPathways:  Stroke 
 
Acute Stroke 
Acupuncture plus rehabilitation shown to be superior to 
rehabilitation alone for acute and subacute stroke sequelae.78 
Post-stroke insomnia 
Acupuncture may be superior to sham acupuncture and to 
medication.79 
Post-stroke shoulder pain 
Acupuncture plus rehabilitation superior to rehabilitation alone.80 
Post-stroke spasticity 
Small studies demonstrate that Acupuncture or EA significantly 
decreased spasticity after stroke81; and that Acupuncture improved 
passive resistance to stretching, degree of personal dependence 
and motor function.82 
Stroke Rehabilitation 
May have beneficial effects on improving dependency, 
global neurological deficiency, and some specific neurological 
impairments.83 
33. Temporomandibular pain Acupuncture reduced the pain intensity of myogenic TMD in the 
short term and may be considered as a strategy for control of 
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: CareSelect profile access data Appendix I
CareSelect profile access and e-referrals received over a 6 month trial period July-December 
2018 
Profile access/views over a six month period System does not allow data collection 





: Example templates for communication from Appendix J
acupuncturists to GPs 
Initial acknowledgement letter 
Practitioner name and address 
Include contact email and phone number 
Date 
Name of GP/Health professional 
Practice Address 
Dear Insert Name, 
RE: Patient Name DOB and NHI if known 
Thank you for your referral of patient (insert name). (If patient is self-referred leave this sentence out 
and continue to next paragraph) 
Patient (insert name) presented at the (clinic name) for their initial treatment on (insert date). To 
date they have received x number of treatments.  The treatments have been (state frequency and 
duration). 
Insert a brief qualitative statement outlining a synthesis of understanding of what is going on in your 
own words and what you plan to do. 
The patients conventional or CAM diagnosis is; (with explanations of terminology when appropriate) 
These are the possible CAM–conventional treatment interactions related to this patients care (List if 
any) or state ‘none’ 
The treatment plan and goals are 
The following outcome measures were initiated (insert) 
Treatment outcomes to date have been (insert) 
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Treatments have consisted of (traditional 
acupuncture/moxibustion/auriculotherapy/massage/cupping/herbal medicine/lifestyle advice) 
If prescribing herbs or supplements list the quality assurance of brand used when prescribed. 
Should you have any further questions regarding (insert patients name) treatment please do not 
hesitate to contact me at the above address. If I have any concerns or notice deterioration of 
patients condition I will contact you immediately. 
Warm regards, 





Practitioner name and address 
Include contact email and phone number 
Date 
Name of GP/Health professional 
Practice Address 
Dear Insert Name, 
RE: Discharge summary for Patient Name DOB and NHI if known 
Patient (insert name) presented at the (clinic name) between the dates of (Insert dates) with the 
primary complaint of (insert). They received x number of treatments in total.  The treatments were 
(state frequency and duration). 
Over this period the following changes were noted in the patient’s presentation including any 
changes in outcome measures (insert) 
Treatments consisted of (traditional 
acupuncture/moxibustion/auriculotherapy/massage/cupping/herbal medicine/lifestyle advice) 
If herbs or supplements were used list the quality assurance of brand used when prescribed. 
The ongoing management and discharge plan suggested for the patient was….. 
Should you have any further questions regarding (insert patients name) treatment please do not 
hesitate to contact me at the above address.  
Warm regards, 




Red flag or back referral 
Practitioner name and address 
Include contact email and phone number 
Date 
Name of GP/Health professional 
Practice Address 
Dear Insert Name, 
RE: Red Flag Notification and/or Request for assessment of Patient Name DOB and NHI if known 
Patient (insert name) presented at the (clinic name) on the following date between the dates (Insert 
dates)  
I have identified the following potential red flags (insert red flags) and request your assessment 
and/or treatment of the patient  
OR 
I am concerned at the lack of change in the condition following the treatments and would like your 
opinion and further assessment. 
Should you have any further questions regarding (insert patients name) treatment please do not 
hesitate to contact me at the above address.  I would be grateful if you could inform me of your 
assessment of the patient and if I may be able to offer any further assistance.  
Warm regards, 





: List of information sharing opportunities Appendix K
Conference presentations 
Acupuncture to General Practice 
Roberts K, Nie JB, Dowell T. (2019, October) Speak Easy: Enhancing communication and collaboration 
between contrasting mental health providers. A case study of acupuncturists and GPs. In: Otago 
Spotlight Series: Mental Health Research, 2019. Wellington; New Zealand. 
Roberts, K and Williamson, M. (2018, June) ‘Let’s talk’; the identification of barriers to effective 
communication and collaboration between acupuncturists and general practitioners. Lecture given to 
5th year General Practice students, Otago Medical School, Wellington New Zealand.  
Roberts, K., Dowell T., Nie J. (2017, July) ‘Let’s talk’; the identification of barriers to effective 
communication and collaboration between GPs and acupuncturists. Paper presented at the Annual 
New Zealand Royal College of General practitioners Conference, 2017. Dunedin New Zealand.  
Roberts, K., Dowell T., Nie J. (2017, August) ‘Let’s talk’; the identification of barriers to effective 
communication and collaboration between acupuncturists and general practitioners. Keynote 
presentation at the Annual Acupuncture New Zealand Conference, 2017. Wellington, New Zealand. 
Roberts, K., Dowell T., Nie J. (2017, September) Research versus Relationships: Discussion of 
viewpoints from qualitative interviews of GPs and Acupuncturists. Paper presented at the General 
Practice Research Weekend., 2017. Martinborough, New Zealand 
Roberts, K., Dowell T., Nie J.  (2016). ‘Let’s talk’; identifying opportunities and barriers for 
collaboration and communication between acupuncturists and general practitioners for the 
management of mental health. In New Zealand Interprofessional Health Conference. 
General Practice to Acupuncture 
Dowell, T. (2016) Acupuncture for Mental Health Special Interest Group Guest Lecture.  Topic - 
Common mental health problems in the community. Otago University, Wellington, New Zealand.  
Gray, B. (2017) How acupuncture fits into a complex health system. Invited presentation at the 
Annual Acupuncture New Zealand Conference, 2017. Wellington, New Zealand. 
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Johnston, G. (2018) The Rise and Fall of GP acupuncture. Invited presentation at the Annual 
Acupuncture New Zealand Conference, 2018. Wellington, New Zealand. 
 
Other information sharing  
Published articles or commentaries 
Roberts, K., Lindsay, T., Pearson, S., McBride, P., & Koppelmen, M. H. (2018). Reply to Mr Ryan’s 
paper : acupuncture, ACC and the Medicines Act. NZMJ, 131(1470), 99–101. 
Roberts K (2017) Response to “Heretical thoughts on traditional Chinese medicine” By Jim Vause. 
Monday 13 February 2017. Published online by New Zealand Doctor. 
Roberts, K. (2016). Accidents do happen! A discussion of acupuncture incident and adverse event 
reporting in New Zealand. AJACM, 10(2), 4–11. 
Community Contact Week 
Visits by 3rd year medical students to community placements. 
Monday 20th to Thursday 23rd August 2018. 
Site visits by students scheduled with Kate Roberts (PhD candidate) to the New Zealand School of 




: Course outline for communication module in Appendix L
undergraduate acupuncture training 
Components in interprofessional practice 
Learning aims This course aims to enable students to effectively communicate and 
collaborate in health care teams. This course will provide a foundation in the 
four Core Competencies of Interprofessional practice: Values and Ethics for 
Interprofessional Practice, Roles and Responsibilities, Interprofessional 
Communication, and Teams and Teamwork. The need for greater 
interprofessional collaboration and communication in health and social care 
will be explored and defined. Core qualities and attributes of effective 
interprofessional practice will be addressed - including developing a shared 
care approach, communication and collaboration mechanisms and skills, 
reflective practice and professional attributes and behaviours.  
Learning 
Outcomes 
On successful completion of this subject the student should be able to: 
1. Describe the principles, rationale and benefits of interprofessional 
practice within health care delivery 
2. Formulate decision(s) on the prudent/safe management of the patient 
3. Determine and implement appropriate collaborative approaches to care  
4. Describe and demonstrate effective collaboration within an 
interprofessional team 
5. Determine effective communication pathways with other health 
providers during the management of a shared patient 
 
Hours  4 x 2 hour lectures  
Major topics 
and sequence 
What is/ why interprofessional practice? 
Values and Ethics for Interprofessional Practice 
Roles and Responsibilities 
Interprofessional Communication 
Teams and Teamwork. 
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Barriers and Facilitators to interprofessional practice. 
Effective interprofessional practice 
Building health care teams 
Social and political drivers of interprofessional practice 
Psychological and sociological perspectives of interprofessional practice 
Assessments 1. Red flag assessment and management assignment 
Various clinical conditions and issues (involving the cardiovascular, 
gastro-intestinal, and nervous systems; medical tests and reports) that 
require students to determine whether this can be managed by 
acupuncture alone, jointly managed with other health practitioners, or 
referred. Using case examples students must assess appropriate care 
plans and collaborative strategies for patient management. 
2. Implementation of a collaborative care plan  
Using a current clinical case from student clinic discuss possible 
collaboration opportunities and how these could be implemented in 
practice. 
3. Communication within a clinical case 
Using the communication templates and pathways discussed in class 
complete a written correspondence to another health provider that has 




Anzaldua, D. Acupuncturist Guide to Medical Red Flags and Referrals. 1st ed. 
Boulder: Blue Poppy Press; 2010. 
Zhu HZ. Running a Safe and Successful Acupuncture Clinic. Edinburgh: 
Elsevier Churchill Livingstone; 2005. 
Mcginnis and Garcia. Foundations of Interprofessional Collaborative Practice in 
Healthcare: the Core Competencies from Theory to Practice. Elsevier - Health 





: Paper arising from chapter 8 published in the Journal of Appendix M













: Terms of reference for AMH group (acupuncture for Appendix N
mental health clinical forum) 
Acupuncture for Mental Health Clinical Interest Group 
TERMS OF REFERENCE 
The Acupuncture for Mental Health Clinical Interest Group (AMH) is a professional group working in 
or having a specific interest in the field of mental health acupuncture and Chinese Herbal Medicine. 
We are a group of trained professionals who meet regularly to increase continually improve clinical 




- To commit to engaging in Continuing Professional Development (CPD) that incorporates the latest 
scientific findings, specifically in the field of mental health acupuncture and Chinese Herbal Medicine. 
- To provide a professional support network and peer supervision, specifically in the field of mental 
health treatment/knowledge in relation to acupuncture and Chinese herbal medicine.  
-To raise awareness among other health providers, policy makers and government bodies about the 
potential for inclusion of acupuncture and Chinese herbal medicine in both primary and secondary 
mental health services. 
- To be a point of contact for outside organizations/parties who may wish to approach the 
membership regarding research opportunities, educational exchanges, or to provide on or offsite 
treatment services.   
- To publicly promote/advocate the use of acupuncture and Chinese herbal medicine as a valid, safe, 
effective, treatment modality for mental healthcare.  This will be delivered through the development 
and maintenance of an AMH website, AMH brochures and engaging with relevant organizations such 
as Mental Health Foundation, General Practices and public interest groups in the region. 
- To liaise and engage with western medicine practitioners and allied health professionals in regard 
to mental healthcare. 
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AMH Values:   
- As members of the AMH group we agree to treat each other (and talk to and about each other) with 
mutual respect, we agree to relate to each other from a place of Oneness and that everyone has a 
valued voice within the group. 
AMH Structure: 
- AMH is unincorporated group. 
- AMH comprises of active members who have paid an annual membership. Active members will 
have their details listed on the AMH website, and will be able to attend educational meetings. AMH 
also may have student members who are still currently undertaking undergraduate study. Student 
members may attend meetings and have voting rights but will not be listed as practitioners on the 
AMH website. 
- The structure of AMH is non-hierarchical.  The decisions about how AMH operates are based on a 
consensus-orientated approach.  Consensus being defined as a general agreement not a unanimous 
agreement.  While it is desirable to have unanimous agreement, the decision rule will be reached by 
a majority vote, majority being defined as more than 50% of the membership.   
AMH Meeting structure and communications structure:  
There will be 5-6 AMH meetings per year– dates and content to be agreed by group members (by 
consensus where possible but by majority vote if a consensus cannot be reached). Meetings will 
comprise of discussion of group goals and planning in addition to the Educational (Edu) and Shared 
Clinical Experience and supervision (ShCEx) meetings. The shared clinical experience component of 
AMH educational meetings will provide an opportunity for case study discussions, and to share 
clinical experience and discuss best practice. Additionally a proportion of each meeting will be put 
aside for peer support and supervision. 
It is expected that members will engage in Mental Health specific CPD and advocacy work in addition 
to these meetings to be an active member of the group.  
The AMH closed Facebook group will be the primary forum for sharing information between 
members between meetings.   
The Steering Committee: 
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The Steering Committee (SC) is nominated by the group yearly and comprises of: 
 Chair/Vice chair: set meeting agendas, ensure meetings achieve their goals, structure 
delegation and support the SC. 
 Secretary: manage minutes and group email correspondence 
 Treasurer:  manage funds and provide and annual financial report (will not be required to 
attend all SC meetings) 
Additional roles not part of the SC 
 Membership coordinator:  manages new membership 
 Website coordinator: coordinates the AMH website 
 
- The role of the SC is to facilitate the consensus based decision-making process for the group, 
reflecting the member’s interests and ensuring decisions are carried through. 
-  The majority of administration is to be handled through secure email correspondence (hMael).  
Minutes and documents will be sent electronically or via Facebook. 
-  The SC operates in an open and transparent way to the membership.  This includes annual financial 
reporting. 
-  Any action and decisions taken by the SC will be presented in the SC minutes. 
-  Any comments, suggestions, corrections or objections can be responded to via email to the SC via 
the AMH group email within 1 week of receiving the minutes.  The SC will respond within 1 week. 
Membership Requirements: 
- AMH membership is open to all acupuncturists who are members of or in the process of becoming 
members of Acupuncture NZ or the New Zealand Acupuncture Standards Authority.  It is also open to 
past members who are no longer practicing and who may no longer hold a membership of the 
regulatory bodies. 
- All practitioner members of AMH abide by the Codes of Practice, Codes of Conduct, Codes of Ethics 
and Codes of Safe Practice as outlined Acupuncture NZ or the New Zealand Acupuncture Standards 
Authority. 
- New members must have a minimum of 1 year post graduate clinical experience in order to be 
listed on the AMH website. 
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New graduates who have not had a minimum of 1 year post graduate clinical experience are 
welcome to become a member and attend the educational meetings and make use of the peer 
support provided via the email group but will not be listed on the AMH website or be able to 
advertise that they are a member of AMH.  
- All practitioner members must have undertaken or are working towards post graduate or clinical 
training in mental health acupuncture, covering at a minimum: 
The physiology/pathologies of mental health; including western medical red flags, and when to refer 
patients to other health care practitioner(s). 
- All practitioner members of AMH maintain current insurance for full professional indemnity cover. 
- As active members, a commitment of attendance at a minimum of 3 out of the 5 to 6 Edu and 
ShCEx meetings is preferable.  This is equivalent to a minimum of 6 hours CPD per annum. 
If the minimum attendance isn’t reached by a member, then that member will need to provide 
evidence of CPD related to acupuncture and mental health that they have completed in their own 
time.  The CPD will need to be 6 hours or less depending on how many meetings they have missed. 
It is recommended all AMH members are familiar with the following texts: 
 Maciocia, G. (2009) The Psyche in Chinese Medicine: Treatment of Emotional and Mental 
Disharmonies with Acupuncture and Chinese Herbs. Edinburgh: Churchill Livingstone 
 Rossi, E. (2007) Shen: Psycho-Emotional Aspects of Chinese Medicine. London: Churchill 
Livingstone. 
 Kaptchuck, T., Hammer, L. (2005) Hammer Dragon Rises, Red Bird Flies: Psychology & Chinese 
Medicine (Revised Edition) Seattle: Eastland Press. 
 Flaws, B. (2001) Chinese Medical psychiatry: A Textbook and Clinical Manual. Boulder, 
Colorado: Blue Poppy Press. 
AMH Membership/Annual Fees: 
- AMH membership runs from to the 1 April – 31 March each year 
- The annual membership fee is $50 (student membership is 50%).  This will primarily be used to 
purchase educational material, create promotional material and host the website. 
-  A new member must pay the full membership fee regardless of the time of year they join. 
- Annual membership fees are payable from the 1 April each year. 
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- All purchases made by the SC will be presented to the group for a majority decisions prior to 
purchase.   
- An Annual Financial report will be prepared by the Treasurer and made available to the members. 
Membership Advantages: 
Each member will have a personal page within the AMH Wellington website detailing their: 
 Name and qualifications 
 Practice address(es) 
 Contact telephone number(s) 
 Email address 
 Web address 
 A 160-word biography 
 A photograph 
 
Each member will benefit from: 
 You may advertise that you are a member of the AMH group 
 5 CPD sessions per year inclusive of their membership dues 
 A targeted AMH website specifically detailing the benefits of mental health acupuncture 
 A personal page within the AMH website with links to personal and practice websites 
 The overall publicity, promotion and exposure AMH and the use of the AMH logo 
 A clinical support network of colleagues 
 
Practice Parameters 
 As a member of AMH, a practitioner may offer or ask for support from another member. 
 Each practitioner is free to practice their own style of acupuncture, according to the 
guidelines of their professional regulatory body. 
 Each practitioner is free to operate according to their own clinic(s) guidelines in respect of 
pricing and clinical arrangements. 
 
Pricing 
 It is up to the discretion of each AMH member as to the pricing of their individual treatment 
sessions. 
 If a patient is referred between AMH practitioners it must clearly explained to the patient 
that there may be a variance of fees. 
 
Research 
 It is up to the discretion of each practitioner as to whether they choose to become involved 
in any research work that AMH may be asked to be involved with.
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: Approved curriculum structure for PG MH acupuncture Appendix O
paper 
Course Title: TCM for Mental Health 
 










Theory hours Practical hours Independent study hours 
40 10 100 
Entry information 
Students must have completed a relevant bachelor's degree or Postgraduate Diploma in TCM/Health 
Sciences or equivalent. 
Learning aims 
This contemporary specialist practice-based course will enable you to deepen your knowledge and 
professional competency within approaches to Mental health in TCM practice. You will participate in 
practice-based e-workshops facilitated by expert practitioners and supported by work-based learning 
activities where you will incorporate evidence-based innovative approaches into practice.  
 
Learning outcomes 
1. Discuss the general and specific characteristics of common mental health disorders and primary 
care strategies for treatment. 
2. Critically appraise current measurement tools reportedly used for MH 
3. Critically reflect on current clinical acupuncture practice and approaches to treatment of mental 
health clients.  
4. Critically discuss the relevance and application of current research literature on acupuncture for 
mental health. 
5. Identify and develop appropriate integrated care and referral networks for mental health clients 
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6. Debate the contemporary ethical issues surrounding the treatment of Mental Health challenges. 
 
Student performance criteria 
A minimum mark of 50% in each assessment is required in order to pass this course. 
 
Indicative content 
Incidence of mental health problems in New Zealand. 
Common approaches to treatment, medication, current evidence-based treatments 
Acupuncture for general mental health problems including but not limited to; Major Depressive 
Disorder, Generalised Anxiety/Panic disorder, Obsessive-Compulsive Disorder, Bipolar disorder, 
Schizophrenia and Schizoaffective disorders, Dissociation and Multiple Personality disorders, ADD/ADHD, 
Insomnia, Addiction, Eating Disorders, Post-Traumatic Stress Disorder. 
Acupuncture for concurrent substance use with anxiety and depression 
Appropriate mental health assessment tools  
Evaluating practice and establishing effective measurement outcomes. 
Development of an evidence-based TCM practice for mental health 
Working towards integrated care 
Developing a mental health referral and support network 
Ethical issues and dilemmas in mental health treatment. 
 
Indicative teaching / learning resources 
Required reading 
 
Barker, P. (2010) Mental health Ethics: The Human Context.  London: Routledge 
 
Maciocia, G. (2009) The Psyche in Chinese Medicine: Treatment of Emotional and Mental Disharmonies 
with Acupuncture and Chinese Herbs. Edinburgh: Churchill Livingstone 
 
Aveyard, H. (2007) Doing a literature review in health and social care: a practical guide. Maidenhead: 
McGraw-Hill Open University Press. (Kindle ed) 
 
Greenhalgh, T. (2010) How to read a paper: the basics of evidence-based medicine. Chichester: Wiley, 





Flaws, B. (2001) Chinese Medical psychiatry: A Textbook and Clinical Manual. Boulder, Colorado: Blue 
Poppy Press. 
 
Kaptchuck, T., Hammer, L. (2005) Hammer Dragon Rises, Red Bird Flies: Psychology & Chinese Medicine 
(Revised Edition) Seattle: Eastland Press. 
 
Rossi, E. (2007) Shen: Psycho-Emotional Aspects of Chinese Medicine. London           : Churchill 
Livingstone. 
 
Schnyer, R.  Allen, J.B., Hitt, S.K., Manber, R. (2001) Acupuncture in the Treatment of Depression: A 
Manual for Practice and Research. Edinburgh: Churchill Livingstone. 
 
Delivery and learning methods 
Blended learning  
 Workshops 
 Master Classes  
 Self-directed web based learning. 
 Work based case review 
Assessment 
 Assignment              (3000 words) 60% 







: Communication and collaboration webinar evaluation form Appendix P
Thanks you for taking part in the online training webinar on the communication and collaboration toolkit. 
Your feedback is essential to ensure this education session can be improved and expanded on for future 
sessions.  We would appreciate if you could take a few minutes to share your opinions with us. 
Please complete this short online questionnaire at the end of the webinar.  Thank you. 
Webinar title: Communication and Collaboration between GPs and Acupuncturists, an update on tool 
development and implementation.  






The content of this webinar provided tools I can use in clinical 
practice 
1 2 3 4 5 
This webinar introduced me to ideas that I had not yet thought 
of 
     
The webinar was relevant and applicable to my clinical practice      
The webinar encouraged me to communicate and collaborate 
with other practitioners 
     
After this webinar I feel more comfortable with communication 
and collaboration with other practitioners 
     
The instructor was knowledgeable on the topic      
The webinar met my expectations      
I will recommend this webinar to other practitioners      
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Which of the following best describes your current position? 
 General Practitioner          Administrator 
 Acupuncturist  Student (are you:  Undergrad   Graduate   Post-grad) 
 Educator                                   Other: ____________________________________________ 
How many years have you been in clinical practice?  ______ Years 
Did you participate in the survey or interviews that were part of this PhD project?  
 Yes – survey only  Yes interview only 
 Yes – both  No 
 
